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WELL-BEING IN TRANS AND GENDER DIVERSE INDIVIDUALS:
AN INVESTIGATION OF CHOSEN FAMILY SUPPORT
Kendal Cassidy
University of Nebraska-Lincoln, 2020
Advisor: Dr. Michael Scheel, PhD, ABPP
Trans and gender diverse (TGD) individuals experience unique minority stressors
that increase their experiences of psychological distress, and prior research has suggested
social support may have protective factors for these unique stressors (Başar et al., 2016;
Bockting et al., 2013; Clements-Nolle et al., 2006; Hull & Ortyl, 2018; Pflum et al.,
2015; Lombardi et al., 2002; Staples et al., 2018; Tebbe & Moradi, 2016); however, little
is understood about chosen family for TGD populations, and how chosen family might
relate to minority stressors and mental health. It is also understood that mental illness and
well-being reside on separate continuum, but limited research has explored the
experiences of a more positive and theoretically grounded conceptualization of wellbeing with TGD populations (Keyes, 2005). The present study explored whether chosen
family support moderates the relationships between discrimination and rejection from
family of origin with well-being and psychological distress. Structural equation modeling
(SEM) was used to explore the fit of the proposed moderation. Results indicate a poor fit
for the moderation model, but found significant direct effects for chosen family support
and rejection from family of origin with well-being and psychological distress. These
results indicate an importance of helping to facilitate chosen family support in the lives of
TGD people, but also suggests that rejection from family of origin has a detrimental
impact on mental health that chosen family support does not seem to ameliorate.
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Chapter 1: Introduction
Trans and Gender Diverse Individuals
The language and understanding of trans and gender diverse identities is
constantly evolving as the understanding of the fluidity and diversity of gender grows.
Trans and gender diverse identities fall under a spectrum of gender identities, but are
commonly referred to as trans or gender diverse (TGD). TGD individuals are people
whose gender identity does not align with the gender assigned to them at birth based
upon their external genitalia, but who transcend that determination and other cultural
categories of gender identity, gender roles and gender expression (Coleman et al., 2012).
Though TGD identities have been pathologized in recent scientific fields and societal
frameworks, TGD people have existed throughout history and have experienced both
times of reverence and respect as well as times of stigma, discrimination, violence and
oppression (Allen, 2008). More recent attempts in history to understand TGD identities
has been through considering TGD identities as a mental health diagnosis; however, this
evolved into debates between the stigma and utility of diagnosis for TGD people to
receive health care without receiving pathologizing titles for expressions of gender that
are normal variations of human existence (Kamen, 2011). The recent perspective to view
TGD identities through a pathological lens has contributed to a focus on research of
health disparities, mental illness, psychological distress and the societal factors that
contribute to these experiences (Bockting, Huang, Ding, Robinson, & Rosser, 2005;
Clements-Nolle, Marx, & Katz, 2006; Davey, Bouman, Arcelus, & Meyer, 2014; Grant et
al., 2011; Lombardi, Wilchins, Priesing, & Malouf, 2002; Warren, Smalley, & Barefoot,
2016). Though this research has contributed a great deal of knowledge to the current
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stressors and experiences of TGD individuals, it has been limited by a focus on negative
narratives of TGD identities and experiences. More recent attempts have been made to
better understand the strengths, positive functioning and beneficial outcomes of TGD
individuals; however, this research is still limited and in need of greater focus (Bouman,
Davey, Meyer, Witcomb, & Arcelus, 2016; Stanton, Ali, & Chaudhuri, 2017; Vaughan et
al., 2014).
Psychological Distress in TGD Individuals
TGD individuals do experience higher rates of psychological distress compared to
cisgender individuals living in similar countries; more specifically, TGD individuals have
been found to experience greater risks of suicidality, including suicidal ideations, suicide
attempts (between 32-41% of trans individuals are thought to attempt suicide), and deaths
by suicide than the general population (Bockting et al., 2005; Clements-Nolle et al.,
2006; Grant et al., 2011). Rates of depression and depressive symptoms are also higher in
TGD individuals than in the general population (Lombardi et al., 2002; Tebbe & Moradi,
2016). In general, TGD individuals are found to have greater experiences of
psychopathology (e.g., anxiety, somatization, depression) and lower quality of life
(Bockting et al., 2013; Davey et al., 2014). TGD individuals have also been found to
experience higher rates of other health disparities, such as increased rates of HIV and
more frequent use of substances such as drugs and alcohol (Grant et al., 2011). Among
the higher rates of health disparities and mental illness, psychological distress is
exacerbated by more frequent experiences of discrimination in work, school, housing and
general societal treatment, victimization, violence, harassment, homelessness and
unemployment (Grant et al., 2011).
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Minority Stress Theory for TGD Individuals
Experiences of discrimination and institutionalized oppression and violence are
thought to contribute to higher rates of psychological distress and health disparities in
TGD individuals (Staples, Neilson, Bryan, & George, 2018; Tebbe & Moradi, 2016;
Testa et al., 2017). More specifically, Minority Stress Theory (MST) asserts that
individuals who are part of stigmatized groups experience external stressors that overtax
their resources and contribute to adverse psychological outcomes (Meyer, 1995, 2003).
MST states that both proximal and distal minority stressors play a unique role in minority
individuals’ lives, particularly through experiences of external and objective distal
stressors such as discrimination, rejection and victimization as well as more subjective
and internal proximal stressors such as rejection, concealment of identity and internalized
phobias/stigmas related to one’s identity (Meyer, 2003). MST has been applied with TGD
individuals to better understand indicators of unique stressors related to TGD identities
(Staples et al., 2018; Tebbe & Moradi, 2016; Testa et al., 2017). Research findings have
supported that both distal stressors and proximal stressors have been linked to higher
rates of psychopathology and psychological distress, including suicidality, depression,
anxiety and somatization with TGD individuals (Bockting et al., 2013; Clements-Nolle et
al., 2006; Staples et al., 2018; Tebbe & Moradi, 2016). Proximal stressors identified for
TGD individuals include internalized transphobia/transnegativity, negative expectations
for future events, fear of stigma and non-disclosure of TGD identity (Staples et al., 2018;
Tebbe & Moradi, 2016). Distal stressors associated with TGD individuals include
victimization and violence, discrimination, harassment, rejection, and non-affirmation of
gender (Staples, Neilson, Bryan, & George, 2018).
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Rejection from Family of Origin.
As a distal stressor, rejection appears to contribute to overall experiences of
distress for minority populations (Meyer, 2003). TGD populations may experience a
unique form of rejection from their families of origin, which appears to contribute to
experiences of psychological distress (Erich, Tittsworth, Dykes, & Cabuses, 2008; Factor
& Rothblum, 2008; Grant et al., 2011; James et al., 2016; Klein & Golub, 2016; Koken,
Bimbi, & Parsons, 2009; Simons, Schrager, Clark, Belzer, & Olson, 2013; Yadegarfard,
Meinhold-Bergmann & Ho, 2014). TGD individuals report maintaining bonds and
relationships with family of origin, but may also report experiencing rejection from
family of origin. In general, research seems to support that having support from family of
origin contributes to positive factors, such as life satisfaction, and acts as a protective
factor against distress; however, rejection and lack of support contributes to
homelessness, suicidality, substance use, depression, and risky sexual behaviors/sex work
for TGD adults and adolescents (Erich et al., 2008; Factor & Rothblum, 2008; Grant et
al., 2011; James et al., 2016; Klein & Golub, 2016; Koken et al., 2009; Simons et al.,
2013; Yadegarfard et al., 2014).
Though TGD individuals do experience unique minority stressors that contribute
to their higher experiences of psychological distress such as rejection from family of
origin, researchers should also consider potentially unique protective factors that TGD
individuals use to combat these stressors. MST suggests that minority groups might have
unique protective factors such as group-level coping (e.g., community and social support)
that ameliorate the negative impacts of minority stressors (Meyer, 2005). Thus, TGD
individuals might have unique protective factors and group level coping similar to other
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minority populations.
The Effects of Social Support for TGD Individuals
Social support is a complex concept, with debate about the function and utility of
social support long documented amongst researchers (Lakey & Cohen, 2009). Social
support has been thought to have what is called a buffering effect, suggesting that social
support from others is beneficial to an individual’s health in the face of stressors (House,
Umberson & Landis, 1988). Social support includes components of emotional support,
instrumental support and informational support (Cyranowski et al., 2013). To date, there
is limited research exploring social support with TGD individuals. Research has indicated
that general social support, and specific support from friends and family, can mediate the
relationship between some distal and proximal stressors and psychological distress for
TGD individuals (Başar, Öz, & Karakaya, 2016; Bockting et al., 2013; Pflum et al., 2015;
Tebbe & Moradi, 2016). Some research studies have analyzed social support with TGD
individuals through the use of measures that include components of instrumental and
emotional support (Tebbe & Moradi, 2016) but research is needed to better understand
how social support could play a moderating role between minority stressors and
psychological distress and well-being. The limitations with current research on social
support and TGD individuals lies in the theory (or lack of theory) supporting the
measurements utilized. Many studies include few items asking general questions about
perceived social support, but without exploring different factors of social support such as
instrumental, emotional and informational forms of support (Bockting et al., 2013).
Chosen Family Support.
A missing component within the TGD research literature regarding social support is an
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exploration of the impacts that chosen family may have in reducing minority stress
effects. Current research on chosen family suggests that LGBT individuals define chosen
family as a combination of biological family/ family of origin and other chosen
individuals such as friends, roommates and romantic partners (Hull & Ortyl, 2018).
Chosen family is a long-standing phenomenon within LGBT communities due to the high
experiences of rejection from family of origin and the need to create new family for
support, love, and acceptance (Hull & Ortyl, 2018). For gay and bi-sexual men, chosen
family support from family of origin, friends and romantic partners seems to be
connected to a reduction in psychological distress (Soler et al., 2018). Chosen family is
an important aspect with the LGBT community, but there is a scarcity of empirical
research exploring the impacts of chosen family support on the health and well-being of
LGBT individuals, and specifically TGD individuals.
Well-being in TGD Individuals
Relevant literature indicates that TGD individuals experience both proximal and
distal stressors related to their gender identity which contribute to higher experiences of
psychological distress; however, much of this research claims to also be exploring wellbeing within trans individuals without a strong theoretical grounding with the
conceptualization of well-being; specifically, trans well-being is associated with suicide
protective factors, resilience, and a consistent message that less mental illness equates to
higher well-being (Breslow et al., 2015; Moody, Fulks, Pelaez & Smith, 2015; Moody &
Smith, 2013; Singh Hays & Watson, 2011; Warren et al. 2017). The tendency to assume
that mental illness and well-being reside on a single, unipolar continuum is not a new
trend (Keyes, 2007). Keyes challenged this long-held notion through his work on what he
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deems the Complete State Model of Mental health (Keyes & Martin, 2017; Keyes, 2005),
which suggests that well-being resides on a separate but related continuum than mental
illness which he supported through a confirmatory factor analysis. When considering the
mental health continuum, individuals who have high levels of psychological, social and
emotional well-being are thought to be flourishing, whereas individuals without these
factors of well-being are considered to be languishing, and individuals with moderate
levels are considered moderately mentally healthy; On a separate mental illness
continuum, individuals can experience low, moderate or high levels of mental illness. It is
possible for individuals to experience any level of both on these continua, such as a
flourishing individual (high well-being) who also has high levels of mental illness, or an
individual with low well-being (languishing) who also has low levels of mental illness
(Keyes, 2002). This research emphasizes the need to explore not only the mental illness
and psychological distress of minority individuals but to also consider their separate but
related experiences of well-being. Well-being is comprised of eudemonic components
(i.e., psychological factors such as meaning), hedonic components (i.e., emotional factors
such as positive affect and life satisfaction) and emotional well-being (Gallagher &
Lopez, 2009; Ryan & Deci, 2001; Ryff & Keyes, 1995; Keyes 1998; 2010). It is
important to note that Keyes (2007) found many positive outcomes associated with
flourishing adults which support the need to not only reduce mental illness but increase
rates of flourishing and well-being; however, current research with TGD individuals has
not explored this more holistic and theoretically grounded conceptualization of wellbeing.
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The Proposed Study
TGD individuals experience higher rates of psychological distress, including
suicidality, depression, anxiety, and somatization (Bockting et al., 2005; Clements-Nolle
et al., 2006; Grant et al., 2011; Lombardi et al., 2002; Tebbe & Moradi, 2016). TGD
individuals also experience minority stressors such as discrimination and rejection which
appear to relate to these heightened experiences of psychological distress (Bockting et al.,
2013; Clements-Nolle et al., 2006; Staples et al., 2018; Tebbe & Moradi, 2016).
Considering the known impacts of minority stressors such as discrimination and rejection
on the development of psychological distress for TGD populations, more research is
needed to understand group-level coping, such as social support, and the impacts it has
not only on psychological distress but also on well-being (Bockting et al., 2013;
Clements-Nolle et al., 2006; Staples et al., 2018; Tebbe & Moradi, 2016). Though social
support has been found to play a beneficial role for TGD individuals, little is understood
about the impacts of chosen family support (Başar et al., 2016; Bockting et al., 2013;
Pflum et al., 2015; Tebbe & Moradi, 2016). More research is needed not only to
understand how minority stressors and social support impact psychological distress, but
also how they impact well-being for TGD individuals.
Using structural equation modeling, the following research questions will guide
the proposed study: a) What are the relationships between minority stressors
(discrimination and rejection from family of origin) with psychological distress and wellbeing for TGD individuals? b) What is the relationship among chosen family support and
minority stressors, psychological distress and well-being for TGD individuals? c) Does
well-being in TGD individuals relate to or differ from their levels of psychological
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distress? See Figure 1 for the proposed structural model. A more detailed explanation of
the model, hypotheses and methods is provided in Chapter 3.

Figure 1. Proposed path relations for structural equation model
The proposed study aims to address several missing but necessary pieces of
information in the current literature. First, there is no research addressing chosen family
support for TGD individuals, which can often be an important factor in the lives of
LGBTQ+ individuals (Hull & Ortyl, 2018). The research that exists exploring the role of
social support is also limited due to a lack of consistency in theoretical grounding in
social support as a function of emotional, social and instrumental factors. Second, there is
an emphasis on the experiences of psychological distress in the lives of TGD individuals,
but there is very little research exploring experiences of a more positive and theoretically
grounded understanding of well-being, especially with regard to the MST model (Keyes,
2005).
The introductory chapter provided a brief overview of the current literature on
minority stressors experienced by TGD individuals and their contribution to higher rates
of psychological distress for TGD individuals, as well as an overview of the importance
of social support and the need for further exploration into chosen family support and how
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this relates not only to psychological distress but also to well-being. Chapter 2 includes a
more detailed explanation of the current literature surrounding these topics for TGD
individuals.
Chapter 2: Literature Review
Health Disparities in TGD Individuals
The transgender identity spectrum encompasses a large number of identities, such
as trans, transgender, transsexual, genderqueer, non-binary and gender diverse (James et
al., 2016). As the understanding of the range and fluidity of gender evolves, so too does
the terminology used to represent an individual's’ gender identity. For the purpose of the
present study, the term trans and gender diverse (TGD) is used as an umbrella term to
encompass individuals who do not identify with the gender that was assigned to them at
birth based upon on their external genitalia, but rather who transcend these culturally
defined categories of gender identity, gender role or gender expression (Coleman et a.,
2012). It should be noted that TGD identities have been pathologized and viewed as a
diagnosis across multiple disciplines, including both the World Health Organization’s
(WHO) International Statistical Classification of Diseases (ICD) and the American
Psychiatric Association's (APA) Diagnostic Manual of Mental Disorders (DSM). Dating
back to the ICD-8 in 1965 and the DSM-III in 1968, individuals who presented with
distress about their gender identity, now known as gender dysphoria, were categorized
under a mental disorder diagnosis (Drescher, 2014). There is a strong movement towards
recognizing TGD identities as normal variations void of a pathological nature; however,
there is ongoing controversy over both the stigma and utility of gender diagnoses, such as
the DSM-IV’s diagnostic category of Gender Identity Disorder (Kamens, 2011). TGD
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individuals have had a long history of being pathologized, discriminated against and
misrepresented and continue to experience unique minority stress factors that heighten
their level of distress as well as experiencing greater health disparities compared to
cisgender individuals (James et al, 2016; Meyer, 1995). The current paradigm of viewing
TGD identities through a pathological lens has contributed to the trend in psychological
research to focus primarily on the health disparities, mental illness, psychological distress
and the societal factors that contribute to these experiences (Bockting et al., 2005;
Clements-Nolle et al., 2006; Davey, et al., 2014; Grant et al., 2011; Lombardi et al.,
2002; Warren et al., 2016). Through this research, a great deal of understanding has been
gained as to the struggles and difficulties that TGD people experience; however, there is
also a growing trend in the research to not only address the negative experiences, but to
also capture the strengths, positive experiences, and beneficial outcomes that TGD
individuals also experience (Bouman, Davey, Meyer, Witcomb, & Arcelus, 2016;
Stanton, Ali, & Chaudhuri, 2017; Vaughan et al., 2014).
Psychological Distress and Mental Illness
Davey and colleagues (2014) found that TGD individuals experienced
significantly higher psychopathology and lower quality of life and life satisfaction when
compared to a control group. A study conducted by Bockting, Huang, Ding, Robinson
and Rossier (2005) noted that TGD individuals reported statistically significant higher
suicide attempts compared to LGB individuals. The rates of suicide attempts for TGD
individuals fluctuates for different samples, but it appears that between 32-41% of TGD
individuals have attempted suicide at least once in their lives (Clements-Nolle et al.,
2006; Grant et al., 2011). Risk factors for suicide for TGD individuals include
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depression, history of substance abuse, rape, physical violence, discrimination due to
gender, and victimization (Clements-Nolle et al., 2006; Tebbi & Moradi, 2016; Testa, et
al., 2012). Rates of depression are also higher for TGD individuals; adult TGD
participants were found to have depressive symptoms more than half of the time, with
over half also experiencing some sort of violence or harassment (Lombardi et al., 2002).
Quality of life was found to be lower for older, less educated, unemployed, low income
and single Dutch TGD individuals (Motmans, Meier, Ponnet, & T’Sjoen, 2012). Bouman
and colleagues (2016) identified factors that predict lower levels of psychological wellbeing, which was measured through rates of psychological distress and quality of life in
TGD individuals. Results indicated that higher rates of psychopathology were predicted
by young age, and psychopathology and depression were predicted by lower self-esteem,
higher rates of interpersonal problems, and body dissatisfaction. Social support was not
found to mediate these relationships. For the cisgender participants, only self-esteem and
interpersonal problems were predictive of psychopathology and depression, indicating
that younger age and body dissatisfaction were unique to the TGD sample (Boman et al.,
2016).
National Transgender Discrimination Survey
The National Transgender Discrimination Survey is conducted by the National
Gay and Lesbian Task Force and the National Center for Transgender equality (Grant et
al., 2011). Within the report is a summary of the multitude of disparities and experiences
of discrimination that 6, 456 TGD individuals experience in the U.S. The report indicates
that 63% of participants reported experiencing serious acts of discrimination that
impacted their quality of life as well as their financial and personal resources. Participants
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noted experiencing discrimination in their work environments, education, housing, a
denial of medical services, and incarceration due to gender identity/expression.
Participants reported experiencing harassment and discrimination in their educational
settings at alarming rates, including 78% experiencing harassment, 35% experiencing
physical assault and 12% experiencing sexual violence during grades K-12. This
discrimination continued into adulthood and workplace environments, with 90% of
participants reporting experiencing discrimination on the job, 19% experiencing refusal
of housing or homelessness, and 53% reporting being verbally harassed in public spaces
such as hotels, airports, and restaurants. Even more concerning were the health outcomes
of all categories reflecting many negative outcomes due to the effects of social and
economic discrimination, including very high rates of HIV infection, higher usage of
tobacco, drugs and alcohol, and more suicide attempts compared to the general U.S.
population (Grant et al., 2011). It should be noted that 41% of the TGD respondents
reported a suicide attempt, which is far greater than the 1.6% of the general population in
the year the survey data was collected. It is clear from the National Transgender
Discrimination Survey data that TGD individuals experience far greater rates of health
disparities, experiences of discrimination and institutional experiences of oppression and
violence compared to the general U.S. population.
Minority Stress Theory
Minority stress theory (MST) involves three assumptions about the stress that
minority individuals experience, including an understanding that minority stress is unique
and additive to the normal or daily stressors that all individuals experience, the stress is
chronic due to its relation to social and cultural structures that are unchanging, and it is
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socially based through institutions and social structures rather than rooted in individual
characteristics or influences (e.g., genetics) (Meyer, 2005). Meyer’s Minority Stress
Model drew from earlier research on the taxing nature of stress on an individual’s
personal resources and the unique impacts of societal stress experienced from individuals
who are a part of stigmatized social categories, with an understanding that these external
societal stressors overtax an individual and lead to adverse psychological outcomes
(Meyer, 1995, 2003). Meyer (2003) distinguishes between distal and proximal factors,
both of which contribute to the development of psychological distress in sexual minority
individuals for whom the MST was first applied and supported through research. Distal
stressors are conceptualized as the external or objective stressors experienced by an
individual which exist separately from an individual’s personal identification. Distal
stressors include prejudiced events such as discrimination and violence (Meyer, 2003).
Alongside distal stressors, stigmatized individuals also experience proximal stressors,
which can be described as the more subjective interpretations and personal identification
of one's minority status and experiences. Examples of proximal stressors include
expectations of rejection, concealment of identity and internalized phobias/stigmas
related to one’s minority identity (e.g., internalized homophobia or transphobia). With
specific regard to LGB individuals, Meyer (1995, 2003) identified three processes of
minority stress including objective external stressors which are both short-term and
chronic, one’s anticipation of these events, and the internalization of the society’s beliefs
and attitudes towards the individual’s minority identity. Together, these stressors
contribute to the heightened negative mental health outcomes that LGB individuals and
other minority individuals experience (Meyer, 2003). Peer reviewed research supports the
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assumptions of the Minority Stress Model, specifically within the LGB individuals,
including the notion that internalized homophobia (proximal factor), experiences of
physical abuse (distal factor) and perceived stigma (proximal factor) relate to higher
levels of psychological distress (Lea, de Wit, & Reynolds, 2014). Within the model,
Meyer (2003) also includes the important roles that coping and social support play with
regard to diminishing the negative effects of the proximal and distal stressors experienced
by sexual minority individuals. Specifically, minority individuals can move beyond
individual level methods of coping (e.g., resilience, common stress-reducing strategies)
and can also utilize group level social structures such as community cohesiveness with
other stigmatized members of their group.
MST and TGC Population
Though MST was originally focused on sexual minority individuals, there has
been a push for more researchers to ground research in the MST for gender related
victimization and discrimination, specifically with trans and gender diverse individuals
(Hendricks & Testa, 2012). Many researchers are attempting to answer this call and have
begun exploring the MST with the context of TGD experiences (Bockting et al., 2013;
Staples et al., 2018; Tebbe & Moradi, 2016; Testa et al., 2017). Bockting and colleagues
(2013) conducted a cross-sectional study with over 1,000 TGD individuals to better
understand the MST applied within a gender minority context. Within their sample, they
found that 41% of their participants experienced depression, 33% experienced anxiety
and 27.5% experienced somatization. The researchers concluded that both enacted stigma
(distal factor) and felt stigma (proximal factor) were positively associated with
experiences of depression, anxiety and somatization. Enacted stigma was understood as
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experiences of rejection and discrimination, which can then develop into felt stigma, or
the expectation of being discriminated against due to past experiences. The authors found
support for the MST applied with a TGD sample, but acknowledged their limitation from
conducting a secondary data analysis from a larger research study, therefore limiting the
strength of their measures (some items like support were only measured through two
items answered in a dichotomous style). The researchers recommended that future
research exploring MST in TGD individuals should conduct a more direct test with more
psychometrically sound measures (Bockting et al., 2013).
MST and Suicide for TGD Individuals
Clements-Nolle, Marx and Katz (2006) conducted a research study to explore
suicide risk-factors, including both individual and societal risk factors. The societal risk
factors of gender-based discrimination and victimization are understood as distal
stressors, and the results indicated that they were associated with suicide attempts
(Clements-Nolle et al., 2006). The individual factors analyzed in the data set included
younger age, depression, substance abuse and experiences of forced sex, all of which
were also found to be independently associated with suicide risk. The researchers also
noted that self-esteem did not mediate the relationship between discrimination and
victimization, as it has been shown to do for LGB samples (Waldo, Hesson-McInnis, &
D’Augelli, 1998) and so the researchers question whether societal prejudice is a stronger
risk factor in TGD individuals as it relates to suicide (Clements-Nolle et al., 2006).
In an attempt to understand both distal and proximal stressors that impact
suicidality in TGNC individuals, Testa and colleagues (2017) used path analysis to create
a model exploring the impacts of both proximal and distal gender minority stressors. The
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mediation model demonstrated that both rejection and non-affirmation (distal stressors)
were significantly related to internalized transphobia, negative expectations for future
events and non-disclosure (proximal factors), which in turn were all related to suicidal
ideation. Victimization was also found to relate to negative expectations for future events,
which again related to suicidal ideation. Though discrimination was not related to the
proximal internal factors explored in the model, discrimination did directly relate to
higher experiences of suicidal ideations.
Further research explored the impacts of distal stress factors, and internalized
transnegativity to understand their relationship with elevated risk of suicidal ideation and
nonsuicidal self-injury (NSSI) (Staples, et al., 2018). Distal stressors included
experiences of harassment and discrimination and victimization. Discrimination was
more specifically explored as both general experience of discrimination as well as more
TGD -specific discrimination experiences regarding institutional discrimination and
interpersonal discrimination. The researchers experienced a high responding rate of
certain discrimination experiences as “not occurring,” so the researchers created a latent
variable of discrimination after dichotomizing the three discrimination variables. The
researchers explored the mediating and moderating effects of internalized transnegativity,
which was measured through pride, shame, investment in passing and alienation from
other TGD individuals. Results indicated that transnegativty did act as both a mediator
and moderator between distal experiences of TGD stressors and suicidal ideation but not
NSSI, with higher internalized transnegativity being more strongly related than low
internalized transnegativity. The moderating effect was found to have a stronger
goodness of fit. The researchers suggest that future research should explore the ways in
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which internalized transnegativity and engagement with social support and trans
communities impacts the relationship with suicidal ideations.
Violence and Suicide for TGD Individuals
Another distal factor beyond discrimination and prejudice in Minority Stress
theory is the experience of violence. Violence, including experiences of physical and
sexual violence, is occurring at higher rates for TGD individuals, with many TGD
individuals directly tying their experiences of violence to their gender identities
(Clements-Nolle et al., 2006; Lombardi et al., 2001). Testa and colleagues (2012)
analyzed data from the Virginia Transgender Health Initiative Study (THIS) in order to
better understand the impacts that physical and sexual violence have in relationship to
suicide attempts and substance use. 38% of the sample reported experiencing physical
violence, with 97.7% attributing at least one of their experiences of violence as a result of
their gender identity or expression; similarly, 26.6% of the sample experienced sexual
violence and 89.2% believed their gender identity or expression was also the main reason
for the sexual violence. Results of the analysis supported the hypothesis that TGD victims
of physical and sexual violence also experienced higher rates of suicidal ideation and
suicide attempts as well as substance abuse, which are noted to be consistent trends with
research on the general population (Testa et al., 2012).
MST and Depression and Suicide for TGD Individuals
Though most research exploring MST with TGD individuals focused primarily on
suicide risk, Tebbe and Moradi (2016) explored not only suicide risk but also the
mediating role of depression between both distal and proximal stressors and suicide risk.
More specifically, the researchers examined the experiences of prejudice and
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discrimination (distal factors) as well as internalized antitrans attitudes and fear of
antitrans stigma (proximal factors) to understand how depression mediates the
relationships between these stressors and a participants suicide risk. The researchers also
included other factors, such various forms of social support and substance use. Within the
sample, 68.5% met the cut-off for a clinical diagnosis of depression, which was noted to
be higher than other samples of trans individuals (48-60% incidence of depression). This
sample also reported high rates of suicidal ideation (71.9%) with 28.1% reporting at least
one suicide attempt. Results from the study indicated that prejudice and discrimination,
fear of antitrans stigma and internalized antritrans attitudes were all significantly related
to depression, which in turn mediated the relationship between these factors and suicidal
ideations.
Social Support
In a review of the social support literature at the time, Kessler, Price and Wortman
(1985) discuss the appearance of the concept of social support, and the role that it was
found to play in reducing the impact of stress on mental health. The authors note that
emotional support and a more broadly based support (instrumental) diminish the negative
outcomes that stress is related to, primarily mental distress and mental illness (Kessler et
al., 1985). There is evidence that social support plays an important role in the Minority
Stress Theory (Meyer, 2003), and further research has now emerged classifying different
types of support, such as instrumental support, emotional support, and informational
support (Cyranowski et al., 2013). Instrumental support is the perception that there are
people available to provide functional assistance if needed (e.g., lending money,
providing transportation), whereas emotional support is the feeling that others will listen
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to one's problems or concerns with care, love, understanding and empathy (Cyranowski
et al., 2013). Informational support has also been identified as another function of social
support, which entails receiving information or advice from others when problems occur
(Cyranowski et al., 2013); however, social support is a complex subject, with many
different theories explaining the role that social support plays in the health and well-being
of individuals.
Lakey and Cohen (2000) reviewed social support theories, including the stress
and coping perspective, the social-constructivist perspective and the relationship
perspective. The stress and coping perspective suggests that the utility of support is in
coping with stress and thereby protecting individuals from the harmful effects of the
stressor. The social constructivist perspective operates with the belief that support
directly benefits an individual’s self-esteem and so is protective against negative health
outcomes regardless of the presence of stressors. The relationship perspective is grounded
in the belief that one cannot understand social support separate from the other factors that
coexist with support, such as friendship and intimacy, and therefore it is not possible to
tease apart the impacts that social support has on health outcomes. Though each of these
theories has been explored within the context of research, the stress and coping
perspective is thought to be the most influential theoretical perspective (Lakey & Cohen,
2000). The stress and coping perspective operates on the foundational belief that
supportive actions from others directly reduces the impact of stressors, but that the
perception that support is available also leads stressful events to feel less threatening
(Lakey & Cohen, 2000).
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Buffering Effect of Social Support
There has been debate as to whether social supports are beneficial to our health
only in the face of stressors, which was labeled as the buffering effect, or whether it was
due to what was called the main effects that create additive effects on health. Researchers
did not find main effect differences between the two, and began moving away from the
debate of which of these effects of social support was more accurate. Instead, the
question became when, how and why each form of support occurs (House, Umberson &
Landis, 1988). Buffering effects are more often found and utilized when individuals
perceive or experience high levels of stressors. Social support can be defined as "the
positive, potentially health promoting or stress-buffering, aspects of relationships such as
instrumental aid, emotional caring or concern, and information… Supportive
relationships directly provide something that people need to stay healthy or to adapt to
stress" (House et al., 1988, p. 302). The current literature exploring the impacts of social
support for TGD individuals has focused primarily on the perception of social support,
and the correlational relationship between social support and its impacts on mental
health. A review of this literature will be listed.
MST Coping and Social Support
Meyer (2003) highlights the important functions that group level-coping has on
ameliorating some of the effects that proximal and distal minority stressors have on
mental health. It is understood that group-level coping may be beneficial due to the ingroup reappraisal where an individual can reexamine the stigma and discrimination they
receive and instead find support through validation of minority experiences; they may
also evaluate the self compared to other members of their shared group to create strong
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community cohesiveness, rather than comparing the self to the dominant group (Meyer,
2003).
Bockting and colleagues (2013) explored the ameliorating factors of peer support
and family support and how this impacted the relationship between minority stressors and
psychological distress. Family support was measured through two questions, how
supportive they felt their family of origin was and how supportive they felt their
immediate family was. Peer support was also measured with two questions, including a
question on the amount of time the participant spent with other TGD people, and how
much the participant thought that they were the only TGD person where they lived
(Bokting et al., 2013). Findings indicated that peer support, which was operationalized as
time spent with other trans individuals, moderated the relationship between stigma and
psychological distress. More specifically, only high levels of peer support, but not
medium or low levels, helped to reduce the association between stigma and psychological
distress, suggesting that continuous contact with peers was necessary to be protective.
Both family support and peer support were also negatively associated with psychological
distress, which the researchers suggested reflects their functionality as protective factors
against distress.
In their study exploring Minority Stress Theory and suicide risks in TGD
individuals, Tebbe and Moradi (2016) also explored the relation that friend support,
family support and significant other support all had with depression within the context of
minority stress theory. Results indicated that friend support was negatively associated
with depression in TGD individuals; however, both family support and significant other
support were not found to have significant relationships with depression. Family support
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was measured through four items that asked about the participants experience of
receiving help, emotional support, talking about problems and help with making
decisions. Similarly, friend support was measured through four items that asked about
participants receiving help from friends, the ability to count on friends when things go
wrong, friends to share joys and sorrows with and the ability to talk about problems with
friends. Significant other support was also measured with four items, asking participants
about whether they had a special person around when they are in need, a special person to
share joys and sorrows with, a special person who gives comfort and who cares about
their feelings. These items, all from the Multidimensional Scale of Perceived Social
Support (MSPSS; Zimet, Dahlem, Zimet, & Farley, 1988) help illuminate the complex
nature of social support, as reflected in the questions about emotional support as well as
the ability to rely on others for more instrumental forms of support.
In a Turkish sample of adults with Gender Dysphoria who attended a university
hospital adult psychiatry clinic were assessed on how various social supports impacted
quality of life, and similarly how experiences of discrimination impacted quality of life
(Başar et al, 2016). Gender Dysphoria (GD) is the distress that individuals may
experience when their experienced gender differs from their assigned gender at birth.
Researchers took care to exclude participants from the study with any other comorbid
mental disorders, but it should be noted that this sample experienced distress over their
perceived gender incongruence, which is not the case for all TGD individuals.
Participants who reported experiences of discrimination were found to have poorer
Quality of Life (QoL) indicators in both the social and environmental domains. The
researchers had originally hypothesized that both group-level discrimination and
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individual experiences of discrimination would be associated with negative impacts on
QoL, but the data did not support this which led the researchers to conclude that group
level discrimination does not appear to have an impact on mental health outcomes to the
same extent of personal experiences of discrimination. The participants also endorsed that
they felt other transgender individuals as a group experience discrimination, but then
minimized their own experiences of discrimination. This view of high groupdiscrimination might reduce stress of individual discrimination through an in-group effect
where an individual recognizes that the cause of the stressor is external of them and their
own value or competency (Başar et al., 2016). The data also reflected a tendency for
family support and social support to predict QoL, with family support being the largest
predictor of psychological QoL but having a partner was also predictive of psychological
QoL (Başar et al., 2016).
Qualitative Reports of Social Support
A meta-synthesis aggregated the current qualitative research regarding social
integration and well-being of TGD individuals which included 18 qualitative and mixedmethod approaches (Stewart, O’Halloran & Oates, 2018). Themes identified in the metasynthesis display concerning risks for social isolation and experiences of discrimination
and stigma across many social situations, as well as a high risk for low levels of wellbeing. Researchers found that participants often reported a fear of stigma that was so
pervasive it led to self-isolation in which participants would not attend social events with
family, friends and communities. Many even reported quitting jobs or education due to
the fear of stigma. Across studies, participants noted that reports from other TGD
individuals about the lack of community acceptance led to the belief it is more beneficial
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for their well-being and health to isolate themselves from exposure to similar
discrimination. Participants reported physical and verbal violence from family and
strangers which lead to heightened states of anxiety, depression and feeling a lack of
safety. Along with isolating themselves from potential support and interaction with
friends, family and community, participants also discussed avoidance of occupational
settings and healthcare practitioners for fear of stigma and discrimination, which further
limited their social support resources. Despite the high rates of self-reported isolation, the
researchers also identified a common theme across the qualitative studies of the
importance of relationships and connections. Lack of family support was found to
pervasively impact the participants’ daily lives, which led to loss of contact and
experiences of rejection for many participants. For those that reported having family
support, there were common themes of the importance of family support to their ability to
cope with external pressure, due to feelings of support and love. Participants across many
studies also reported the importance of friend support which was often noted as being
invaluable in the face of their loss of family support, societal support and health care
support. Overall, the researchers summarized the importance of social integration as a
highly important protective factor for mental and physical health, with specific mention
that an important emphasis among TGD participants was feelings of support by someone
in their life so that they did not feel alone (Stewart et al., 2018).
Social Support and TGD Mental Health
Utilizing data from the Trans Health survey, over 856 TGD adults were assessed
in both general social support and trans community connectedness, which were
hypothesized to play an important role in positively impacting psychological well-being
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(measured through anxiety and depression) within TGD individuals (Pflum et al., 2015).
Within this study, care was given to distinguish between various gender identities under
the trans umbrella, such as trans male spectrum (TMS) and trans female spectrum (TFS)
individuals, due to gender-based socializations. Data analysis revealed that general social
support was significantly negatively associated with anxiety and depressive symptoms in
both TFS and TMS participants, but only TFS participants also had significant negative
associations between trans community connectedness and symptoms of depression and
anxiety. General social support was measured through items that measure both emotional
and instrumental forms of support. Trans community connectedness was operationalized
as an affiliation and sense of belongingness with the TGD community. A study conducted
in Ontario, Canada revealed that TGD participants who received social support, as well
as a reduction in transphobia (both internalized stigma and victimization) had greatly
reduced risk for suicide (Bauer, Scheim, Pyne, Travers, & Hammond, 2015).
Family of Origin Support and Rejection
In the report of the National Transgender Discrimination survey, respondents
reported that 43% maintained their family bonds, but 57% experienced rejection from
family members (Grant et al., 2011). Acceptance from family members was found to
have protective factors against suicide risk and HIV infection, and the authors noted that
more families remained supportive than stereotypes indicate, with around 45% reported
that their family ties are as strong presently as they were before coming out (Grant et al.,
2011). Rejection from family was found to make an individual three times as likely to
experience homelessness, twice as likely to participate in sex work and twice as likely to
experience suicidality as compared to the trans individuals with family support (Grant et
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al., 2011). Unfortunately, 19% reported experiences of interpersonal violence from
family members, which made them four times as likely to experience homelessness and
sex work, and twice as likely to have a suicide attempt or HIV (Grant et al., 2011). The
report of the 2015 U.S. Transgender Survey found similar trends in data, with 60% of the
survey respondents who were out to their families of origin reporting familial support,
and 40% stating that their families were either neutral or not supportive (Herman et al.,
2016). In this sample, 10%, as opposed to 19% in the National Transgender
Discrimination survey, had experienced violence from family members but the 10% did
state it was due to their gender identity. 50% of respondents experienced some form of
rejection by a family member, child or spouse, and those who were rejected were twice as
likely to experience homelessness (40% compared to 22%), twice as likely to engage in
sex work (16% as opposed to 9%) and more likely to have attempted suicide (49%
compared to 33%) (Herman et al., 2016). These two reports shed light on the current
experience of family support and rejection, and the increased risk that familial rejection
leads to for TGD individuals.
In a survey of 66 diverse TGD youth with diverse backgrounds, a specific focus
was given to understanding the ways in which parental support related to quality of life
and experiences of depression (Simons et al., 2013). Quality of life was measured
through life satisfactions scales and perceived burdensomeness due to TGD identity.
Results indicated that parental support, defined through both emotional and instrumental
forms of support, was positively associated with greater life satisfaction while
simultaneously acting as a protective factor against depressive symptomology and
perceived burdensomeness of being trans or gender diverse (Simons et al., 2013). A
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qualitative study exploring the experience of racially diverse transwomen and their
experiences with caregivers revealed that while most participants reported at least one
family member who responded with acceptance, most also experienced rejection and
hostility (Koken et al., 2009). Participants also reported homelessness and poverty after
leaving home at young ages, either by choice or by force (Koken et al., 2009). With a
sample of 295 TGD adults and their cisgender siblings, researchers sought to understand
sibling differences in experiences of social support, violence, harassment and
discrimination (Factor & Rothblum, 2008). Results indicated that TGD individuals were
more likely to experience discrimination and harassment and received less family social
support compared to their cisgender siblings (Factor & Rothblum, 2008). Among a
sample of 91 TGD individuals, researchers identified that perceived quality of family
relationships was positively related to life satisfaction and self-esteem (Erich, et al.,
2008). Around 77% of participants reported satisfactory to excellent support from
mothers and 64% percent indicating support from their fathers, but lower rates of about
35% of satisfactory to excellent support from siblings (Erich et al., 2008). Increased
experiences of family rejection have been linked to suicide attempts and misuse of
substances in adolescent TGD individuals (Klein & Golub, 2016). Family rejection was
found to be a significant predictor of depression, suicidality and risky sexual behaviors
for adolescent Thai male-to-female trans adults (Yadegarfard et al., 2014).
Chosen Family
Though the academic literature is scant on chosen family, the need or desire to
create a family of supportive and loving people is not a new phenomenon in the LGTBQ
community. Oswald and colleagues (2015) noted tension between heteronormative
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families (biological roots), and the “queering” of families which entails challenging many
of the gender, sexuality and family binaries that exist. As LGBT individuals experienced
oppression and discrimination from their families, they sought new families formed by
friends (Oswald et al., 2015). As one writer said, “Queer people sometimes have no
choice but to make our own family” due to reasons such as rejection, violence, and lack
of acceptance (Milloy, 2014). Oswald (2002) reviewed the literature on lesbian and gay
family networks and identified that intentionality (behaviors to validate supportive
relationships) and redefinition (linguistic efforts to validate supportive relationships) as
methods used to create family networks.
Hull and Ortyl (2018) used data from 105 LGBT individuals to better understand
how family is defined. Participants emphasized that “chosen family” still remains a
dominant theme within the LGBT community, but there have been shifts since the
legalization of gay marriage. Themes in responses indicate that family was defined often
as a blending of biological family along with a choice or individual construction of other
important people that offer love, support, and acceptance (Hull & Ortyl, 2018). The
authors emphasized that many participants did not suggest that chosen families replaced
families of origin, but rather the themes of data indicated an integration of both chosen
family and family of origin into the lives of LGBT individuals (Hull & Ortyl, 2018).
In a sample of young gay and bisexual men, a quantitative exploration of family
revealed that 88% of participants include family of origin in their definition of family, but
63% also discussed having a chosen family (Soler et al., 2018). Family members included
various individuals, but typically consisted of family of origin, friends, roommates,
partners or any combination of these (Soler et al., 2018). Interesting patterns emerged
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when the researchers explored the differences in family composition with regard to how
both social support and social undermining (non-supportive social exchanges) impacted
rates of psychological distress; specifically, participants whose family included just
family of origin, both social support and undermining were associated with psychological
distress; When participants included family of origin, friends and romantic partners
within their description of their family, then only social support was associated with
decreased rates in psychological distress. Interestingly, when family was composed of
family or origin and friends, but not romantic partners, social support no longer related to
psychological distress. Though quantitative and peer-reviewed research is not abundant,
the few results with LGBT individuals indicate that chosen family is an important aspect
of LGBT individual’s social support networks and can have protective impacts on the
reduction of psychological distress. Research exploring TGD experiences with chosen
family, outside of being grouped with sexual minority participants, appears to be
altogether missing from the research.
Though the literature to date has explored the impacts that friend support,
romantic partner support and general social support have on mental health and mental
illness in TGD individuals, no research to date has analyzed whether chosen family
support (which can include friends, partners, and others) might be protective against the
negative impacts caused by the unique stressors TGD individuals experience.
Mental Health and Well-being
It is clear from the research that TGD individuals experience higher rates of
minority stressors that in turn are associated with increased risk for mental illness. These
statistics are cause for concern, and many calls for further understanding both the
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predictors and rates of mental illness have occurred, specifically for TGD individuals;
however, there is a clear trend in research to believe that an increase in mental illness
equates to a decrease in well-being. This association between mental illness and wellbeing is challenged by the research of Dr. Michael Keyes (2005) and his development of
the Mental Health Continuum.
The Mental Health Continuum and Flourishing
In his seminal work on the Mental Health Continuum, Keyes (2005; 2007)
challenged the long held notion that mental health and mental illness reside on a singular,
bipolar continuum. It has long been thought that by treating mental illness, mental health
is then simultaneously increased; however, Keyes (2007) argues that this current strategy
is a pathogenic approach, forwarding the view that the removal of mental illness will lead
to an increase in mental health; however, this assumption relies on an untested and
inaccurate belief that mental health and mental illness reside on a singular continuum. In
an attempt to further understand this ungrounded theory, Keye’s (2005) began exploring
whether these two concepts were truly opposing sides of the same phenomena. Utilizing
data from the Midlife in the United States study, Keyes (2005) used confirmatory factor
analysis to support that mental health and mental illness actually exist on separate but
correlated unipolar continuums. Mental health is understood as three distinct dimensions
of well-being, including psychological, social and emotional well-being (Keyes, 1998;
2005; 2007); Mental illness was measured through symptomology of Major Depressive
Disorder (MDD), Generalized Anxiety (GA), panic disorder and alcohol dependence
(Keyes, 1998; 2005; 2007). Mental illness was found to be negatively correlated with
mental health, though there is only a modest trend in mental health improving once

36
mental illness has decreased (Keyes, 2005). Keyes (2002) describes the difference
between flourishing and languishing individuals as a part of the dual continua model of
mental health and mental illness.
When considering the continuum of mental health, individuals who have high
levels of psychological, social and emotional well-being are considered flourishing
adults; In contrast, adults who have low levels of psychological, social and emotional
well-being are considered to be languishing (Keyes, 2014). On the mental illness
continuum, individuals can have low, moderate or high levels of mental illness. Due to
the two continuum model, it is possible for individuals who are flourishing (high mental
health) to also have high mental illness, just as it is possible for individuals who are
languishing (low mental health) to have low levels of mental illness (Keyes, 2014).
Keyes (2002) found that languishing adults were nearly six times more likely to have a
major depressive episode than flourishing adults. An individual can be flourishing
(mentally healthy) and still have a mental illness; however, a languishing individual (low
mental health) has a much higher likelihood of having a mental illness (Keyes, 2002).
Keyes (2002) summarized the possibility of scoring high on mental health scores while
simultaneously having a mental illness as further evidence that mental health and mental
illness exist on separate continuum. Flourishing adults do have lower rates of mental
illness, but Keyes (2007) research also indicates that flourishing adults:
“reported the fewest missed days of work, the fewest half-day or greater work
cutbacks, the healthiest psychosocial functioning (i.e., low helplessness, clear
goals in life, high resilience, and high intimacy), the lowest risk of cardiovascular
disease, the lowest number of chronic physical diseases with age, the fewest
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health limitations of activities of daily living, and lower health care utilization.
However, the prevalence of flourishing is barely 20% in the adult population” (p.
95).
Keyes (2007) also found that chronic physical conditions increased as the level of mental
health decreased. Even after adjusting for socio-demographic variables, mental health
was still a significant predictor of lower chronic physical conditions. The benefits of
flourishing can have many positive impacts for individuals and society, begging to the
need for research to not only understand rates of mental illness, but to simultaneously
explore experiences of well-being/mental health.
Defining Well-being
Donaldson, Dollwet and Rao (2014) conducted a systematic review of the peerreviewed literature surrounding the topic of Positive Psychology after Seligman and
Csikszentmihalyi called for a focus on optimal human functioning and happiness in 2000.
Their systematic review revealed many trends in the data, one of which was the
understanding that well-being was a common construct of interest in the literature, but it
was an ill-defined and interchanging concept that appeared to be synonymous with the
constructs of life-satisfaction and happiness, with over 31 scales being used across
studies to measure the construct of well-being (Donaldson et al., 2014). Deci and Ryan
(2001) define well-being as the “optimal psychological functioning and experience” (p.
142) and note that well-being can be broken into two distinct components: hedonic and
eudemonic components. There is also argument to include a social component of wellbeing to include a more interpersonal realm of well-being (Keyes, 1998).
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Gallagher, Lopez and Preacher (2009) used confirmatory factor analysis to
examine whether it was statistically sound to group hedonic, eudemonic and social
aspects of well-being together to form a hierarchical structure of well-being. In their
analysis, hedonic well-being included three indicators: positive affect, negative affect and
life satisfaction. eudemonic well-being included five indicators: autonomy,
environmental mastery, personal growth, purpose in life, and self-acceptance. Social
well-being included six indicators: social acceptance, social actualization, social
coherence, social contribution, social integration, and positive relations with others.
Results indicated that the best model for understanding well-being is through these three
(eudemonic, hedonic and social well-being) second order factors (Gallagher et al., 2009).
This research demonstrates the complexity of the concept of well-being and the three
components of hedonic, eudemonic and social well-being which have been grounded in
research and theory.
Hedonic Well-being. A more hedonic view of well-being has long been
understood throughout a historical context, with origins in many Greek philosophers.
Hedonic well-being (also known as subjective well-being) equates to experiences of
pleasure and happiness, and is often associated with positive and negative affect (Ryan &
Deci, 2001). Ryff (1989) called to question the lack of theoretical grounding in the use of
well-being measures, often understood as either subjective well-being or affect measures,
which may have proven reliability but which were not derived from theory. More clearly
defined, hedonic well-being can be understood as greater experiences of positive affect,
lower frequency of negative affect, and self-perceived life satisfaction (Gallagher &
Lopez, 2009). Keyes (2010) describes hedonistic components of well-being through his
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conceptualization of emotional well-being, which includes of happiness, satisfaction and
interest in life.
Eudemonic Well-being. The eudemonic component of well-being considers
more of the experience of optimal functioning, meaning and self-actualizing (Gallagher
& Lopez, 2009). Similar to hedonic components, there is a greater historical and
philosophical history to the development and understanding of the more eudemonic
components of well-being. Eudaimonia moved past the pleasurable attainment of
happiness, instead recognizing that obtaining pleasure does not always bring happiness.
Eudaimonia can be better understood as a psychological well-being, which Ryff and
Keyes (1995) describe as autonomy, personal growth, self-acceptance, life purpose,
mastery, and positive relatedness.
Social Well-being. As an extension of eudemonic components of well-being,
social well-being also appears to be an important factor of overall well-being (Keyes,
1998). Ryff (1989) suggested the importance of positive relations with others with regard
to well-being, including the ability to love and the need for warm, trusting and intimate
relationships. Keyes (1998) argued for a consideration of five dimensions of social wellbeing, including: social integration, social contribution, social coherence, social
actualization and social acceptance.
TGD Well-being
Though TGD individuals experience higher rates of mental illness and
psychological distress, some studies have uncovered similar health related quality of life
between cisgender and TGD individuals. Cisgender individuals are people whose gender
identity is aligned with the gender they were assigned at birth, based on their physical
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sex. Motmans et al. (2012) found that the quality of life was not significantly different
between trans women and the female Dutch individuals to which they were compared,
though trans men had lower mental health-related quality of life indicators compared to
the male Dutch individuals. Similarly, Weyes et al. (2009) found that transsexual women
function well on physical, emotional, psychological and social levels after transitioning.
Weyes et al. (2009) defined transsexual women as women who identified as a different
gender from the gender they were assigned at birth and who had undergone sexual
reassignment surgeries. Perceived social support scores were lower for trans women
when compared to the control, but this difference was removed when depression was
controlled for; these results suggest that depression was the common factor for lower
levels of perceived social support rather than a TGD identity (Davey et al., 2014). Porter,
Ronneberg and Witten (2013) found that 73.4% of the trans older adults in the study are
aging successfully, though many do have disabilities or chronic illness. Porter et al.
(2013) considered fulfillment as including physical, cognitive, emotional, social and
spiritual realms. Through this literature it is apparent that trans individuals do experience
greater rates of mental illness and psychological distress, but do not necessarily
experience lower rates of well-being; however, something problematic in the current
literature is the limited view of what constitutes well-being, as many of the reviewed
studies above measure quality of life and physical health but are not grounded in theories
of a more complete state of well-being which includes hedonic, eudemonic and social
aspects.
A search for the current literature studying well-being for TGD individuals
revealed a scarcity in peer-reviewed literature. Trans well-being is associated with suicide

41
protective factors or resilience and a consistent message that reducing stressors or mental
illness will simultaneously assist a mental health professional in increasing well-being
(Breslow et al., 2015; Moody, Fulks, Pelaez & Smith, 2015; Moody & Smith, 2013;
Singh Hays & Watson, 2011); The research that currently exists on TGD well-being
appears to be measured with regard to a more pathological lens rather than an
understanding that mental health and mental illness reside on separate continuums. For
instance, a recent study assessed the psychological well-being for TGD individuals,
specifically comparing to other trans women, trans men and genderqueer/nonbinary
individuals as well as to cisgender individuals (Warren et al., 2017). After controlling for
age, race/ethnicity, status of employment, education and relationship status, results
indicated that among different TGD gender identities, there were differences in rates of
depression, anxiety, stress and perceived social support (Warren et al., 2017).
Psychological well-being was measured through the absence of negative mental health
outcomes (depression, anxiety, substance use) and utilization of mental health resources
(counselors, drug and alcohol treatment facilities). Results indicated that transwomen had
the lowest levels of psychological well-being followed by transmen, and
genderqueer/nonbinary individuals did not differ in psychological wellbeing compared to
cisgender individuals but they did experience more stressors (Warren et al., 2017).
Though this study is claiming lower levels of psychological wellbeing for some TGD
individuals, it is important to note that psychological wellbeing was measured through
the absence of psychological distress and not through a more positive conceptualization
such as Keye’s lens (2005). Very few of the studies on TGD well-being were considering
a more positive conceptualization of well-being, but were often more focused on the
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reduction of psychological distress or mental illness through exploring resilience and
suicide protective factors
Resilience
Resilience and well-being appear to be linked within the TGD literature on wellbeing. Resilience is defined as a learned set of beliefs and individual variables that
precedes one’s abilities to cope, and their resources to deal with stressful situations
(Breslow et al., 2015; Singh, Hays & Watson, 2011). Research on resilience for TGD
individuals has revealed many factors related to one’s ability to cope with stressful
events. A phenomenological qualitative study identified that resilience was connected to
themes of a self-generated definition of the self, embracing one’s own worth, having
awareness of the oppression they experience, being connected with a community that
supports them, creating hope for their future, and two variant themes of being involved
with social activism and being a positive role model for someone (Sing et al., 2011). Sing
and colleagues (2011) hoped to contribute to counselors’ understanding of the resilience
strategies TGD individuals used to cope with the stressors they face. Trans activism was
also identified as a group level coping strategy (Breslow et al., 2015). Moody and Smith
found that internal resources (e.g., resilience) are important but not as beneficial to
mental health as social support in the face of discrimination or trauma (2013).
Suicide Protective Factors
Along with resilience, suicide protective factors are linked to the literature on
well-being for TGD individuals. Moody et al (2015) used a thematic qualitative approach
to identify five themes for suicide protective factors, including social support, gender
identity-related factors (e.g., acceptance and comfort with identity), transition related

43
factors, individual difference factors (e.g., optimism) and reasons for living (e.g., fear,
religious beliefs, being a positive role model). Some research on suicide protective
factors and resilience for TGD individuals was conducted with the purpose of informing
mental health professionals of important factors to consider in order to help decrease the
mental illness and psychological distress and increase the overall well-being of their TGD
clients (Moody et al, 2015; Singh et al., 2011); however, the Mental Health Continuum
suggests that mental health and mental illness exist on separate continuums (Keyes,
2002). The distinction between mental health and mental illness would mean that efforts
of reducing mental illness and psychological distress, though necessary, may not
simultaneously increase well-being. The literature exploring resilience and suicide
protective factors contributes to interventions that can reduce mental illness, but they are
not directly researching the impact on levels of well-being for TGD individuals.
The Positive Aspects of a TGD Identity
The research has identified some factors that are related to a positive identity for
TGD individuals. Riggle and Mohr (2015) developed a measure of positive-identity for
TGD individuals using exploratory factor analysis (EFA). The positive-identity themes
identified to create the subscales included authenticity, intimacy and relationships,
belonging to the LBGT community, commitment to social justice and compassion and
insights/ self-awareness. Riggle et. al. (2011) asked TGD individuals to identify positive
aspect of being TGD to identify themes through qualitative thematic analysis. Riggle’s
research identified eight themes, including: congruency of self; enhanced interpersonal
relationships; personal growth and resiliency; increased empathy; a unique perspective on
both sexes; being beyond the sex binary; increased activism; and connection to the
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GLBTQ communities (2011).Vaughn et al., (2014) discussed the concern that the
empirically published literature on gender and sexual minorities was once heavily
focused on deficits , but the literature has moved from nearly three quarters to less than
one half of published articles being deficit focused.
Addressing the concern that much of the LGBT literature focuses on deficit-based
problems, Vaughn and colleagues conducted a content analysis on the published literature
between 1973-2011 to gain a greater understanding of the current state of strengths-based
research for LGBT individuals. More specifically, their content analysis focused on the
representation of strengths for LGBT individuals, the incorporation of intersectionality
into the LGBT strengths-based research, and an exploration of the nature of the published
articles (empirical/nonempirical, qualitative or quantitative, etc.). Their content analysis
revealed a trend towards themes of love, integrity, vitality, citizenship, non-profit
organizations and LGBT-affirming laws, but also identified a need for more strengthsbased research for TGD individuals and those with intersecting identities (Vaughan et al.,
2014).
Well-being and Relationships
As mentioned before, the research on well-being for TGD individuals with a
positive conceptualization is sparse. Relationships and social support are identified as a
key factor for greater levels of life satisfaction, quality of life and positive mental health
outcomes for TGD individuals (Erich et al., 2008; Dargie et al., 2014). Higher
perceptions of quality of family relationships was significantly related to healthier levels
of life satisfaction and self-esteem for TGD adults (Erich et al., 2008). Some research
shows that trans women of color might experience rejection from family, often after the
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initial disclosure of gender identity (Koken, Bimbi & Parsons, 2009) but Erich et al.
(2008) reported that 78% of TGD individuals felt they did have family support. Having
social support was also found to be negatively correlated with anxiety and depression
symptoms (Pflum et al., 2015). Unfortunately, trans women, but not trans men, were
found to report having significantly less perceived social support than the control group;
however, the same study also identified that perceived social support did predict quality
of life and life satisfaction (Davey et al., 2014). Researchers found that TGD individuals
with an interaction of greater perceived social support and high relationship satisfaction
was predictive of fewer symptoms of depression, anxiety and stress, with higher
satisfaction with relationship also relating to lower levels of stress (Dargie et al., 2014). A
national survey of 3,087 TGD adults revealed that feeling connected to other TGD
individuals was significantly associated with less fearfulness and anxiety, less suicidal
ideation, and more personal comfort (Testa, Jimenez, & Rankin, 2014).
Well-being in TGD Individuals
In a more recent research study, Stanton and colleagues (2017) analyzed data
from the U.S. Social Justice Sexuality Survey to identify potential predictors of wellbeing for TGD individuals. Well-being was measured through both hedonic and
eudemonic components through four questions about their experiences of hopefulness,
happiness, enjoyment of life and how they felt they were doing compared to others.
Among other factors, data supported connectedness to the LGBT community,
engagement with the LGBT community and family support (measured through a single
question about how supported they feel by their family as a TGD individual) were al
predictors of higher levels of well-being (Stanton, Ali & Chaudhuri, 2017).
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Proposed Study
TGD individuals experience higher rates of minority stressors and psychological
distress, and some evidence has supported that social support can play an important role
in ameliorating some of the negative consequences of minority stressors on mental health
(Bockting et al., 2013; Clements-Nolle et al., 2006; Lombardi et al., 2002; Staples et al.,
2018; Tebbe & Moradi, 2016).
The proposed study aims to explore the relationship that chosen family support has with
regard to psychological distress and well-being using a theoretically grounded
conceptualization of social support (i.e., emotional, instrumental and informational social
support). This proposed study also aims to understand how chosen family support might
relate to the relationship between certain minority stressors (discrimination) and a lack of
acceptance from family of origin and the relationship these variables have with
psychological distress and well-being. Chosen family plays an important role in the lives
of TGD and LGB individuals, but little research has explored the impacts of chosen
family on mental health outcomes (Hull & Ortyl, 2018). The proposed study also aims to
address not only how minority stressors and experiences of social support impact
psychological distress, but also how it impacts the well-being of TGD individuals.
Theory implies that psychological distress and well-being reside on related but separate
continuum, but very little research has explored this more theoretically grounded
conceptualization of well-being within TGD populations (understood as eudemonic,
hedonic and social well-being) (Keyes, 2005).
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Chapter 3: Methods
As discussed in the previous two chapters, TGD individuals experience unique
minority stressors (e.g., discrimination, rejection) that increase their experiences of
psychological distress (Bockting et al., 2013; Clements-Nolle et al., 2006; Lombardi et
al., 2002; Staples et al., 2018; Tebbe & Moradi, 2016). Social support may play a role in
reducing the impacts of minority stressors on psychological distress in TGD individuals,
but current research has limited use of theoretically grounded conceptualizations of social
support (Bockting et al., 2013; Clements-Nolle et al., 2006; Staples et al., 2018).
Specifically, there is minimal research exploring the instrumental, emotional and
information functions of social support and how social support can buffer the negative
effects of stress for TGD populations (Lakey & Cohen, 2000). Though social support has
been found to be protective in TGD individuals, there has not been an exploration of how
chosen family support might play an important role in the relationship between minority
stressors and mental health for TGD individuals (Başar et al., 2016; Bockting et al., 2013;
Hull & Ortyl, 2018; Pflum et al., 2015; Tebbe & Moradi, 2016). It is also understood that
mental illness and well-being reside on separate continuum, but the current research is
limited in the exploration of the experiences of a more positive and theoretically
grounded conceptualization of well-being in TGD individuals, especially with
applications to the Minority Stress Theory (MST) (Keyes, 2005).
Participants
Inclusion criteria for the study include a) having a gender under the trans
umbrella, including trans, transgender, transexual, non-binary, gender queer, and other
identities that are not cisgender. b) being the age of majority in their current state (18 in
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most states, 19 for Nebraska and Alabama). c) currently residing in the U.S. Exclusion
criteria are a) having a cisgender identity b) under the age of majority for the state in
which the participant resides and c) not currently residing in the U.S. The individuals of
interest for the research study are individuals with a TGD identity due to their unique
experiences of minority stressors related to their gender that cisgender individuals likely
do not experience. Exclusion criteria of age is due to considerations of legal age in which
participants can consent to participation in research without the consent of a parent or
guardian. The exclusion criteria for participants to have lived in the U.S. is to meet
standards for ethical research established by the university’s Institutional Review Board
(IRB).
Sample size for the proposed study relied on recommendations for structural
equation modeling, considering the number of parameters observed as well as aspects of
the model such as factor loadings, strength of direct and indirect paths, and exact vs.
close fit evaluations (Weston & Gore, 2006; Wolf, Harrington, Clark, & Miller, 2013).
Weston and Gore (2006) recommend a sample size of at least 200 participants for any
structural equation modeling.
Participants were recruited through online platforms, including Reddit, Facebook,
and emailing recruitment through various TGD groups and LGBT centers at Universities
who were asked to forward an email request for TGD participants. Though there are
limitations to online recruitment, such as lack of random sampling, there are also benefits
with regard to accessing individuals that are limited in size and accessibility such as TGD
individuals.
Participants included 236 individuals who identified with a TGD identity.
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Sociodemographic information is presented in Table 1 (see Appendix). Participants were
able to select multiple options for the demographic information, so totals equate to more
than 100% in the table. It is important to note that 86 (approximately 36%) participants in
the sample indicated more than one gender identity, highlighting the complexity of
gender identity. When listing gender identities, 68 (approximately 28%) participants
indicated that they identified with a gender identity not listed in the options given in the
demographic survey. Participants wrote the following gender identities: non-binary,
agender, gender agnostic, femme non-binary, gender fluid, transgender nonbinary,
transmasculine, demigirl, trans, demiboy, 2 spirit, transmasculine, xenogender, neutrois,
transmasculine non-binary, grey gender, demiguy, nonbinary transfemme. When listing
sexual orientations, 34 (approximately 14%) indicated a sexual orientation not listed.
Participants wrote the following sexual orientations: pansexual, panromantic, pan,
polysexual, sapphic, demi asexual, demisexual, dyke, questioning, non-monosexual,
aromantic, abrosexual, gynesexual, demi-pan, and grey asexual.
Procedures
IRB approval was obtained through the University of Nebraska-Lincoln (the
author’s current graduate university). After IRB approval was obtained, participants were
recruited through online community boards (such as Reddit TGD groups and Facebook
communities) as well as email lists from TGD community groups and LGBT centers
through posts and emails informing potential participants about the proposed research
study with a hyperlink to a survey-based questionnaire completed through Qualtrics. The
recruitment posts and emails asked participants to forward or post the survey link to
fellow TGD friends, family, and other TGD groups. Informed consent was obtained
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online prior to completing the survey questions, and participants were informed of their
chance to win one of ten gift cards to Amazon.com, with estimation chances of winning
at 1:30 (3.3%). Participants were asked to indicate whether they consider anyone in their
life to be a part of their chosen family and to include basic information regarding the
composition and description of their chosen family. The participants then completed the
following battery of measures: an adapted version of the Parental Attitudes of Gender
Expansiveness Scale for Youth Perceived Parental Acceptance (PAGES-Y-PPA)
(Hildago et al., 2017), adapted version of the Parental Attitudes of Gender Expansiveness
Scale for Youth Perceived Parental Non-Affirmation (PAGES-Y-PPNA) (Hildago et al.,
2017), National Institute of Health Emotional Support 18+ fixed form (NIH-ES)
(Cyranowski et al., 2013), National Institute of Health Instrumental Support 18+ fixed
form (NIH-IS) (Cyranowski et al., 2013), Family Rejection Questionnaire (FRQ)
(Yadegarfard, Meinhold-Bergmann, & Ho, 2014), Trans Discrimination Scale (TDS-21)
(Watson, Allen, Flores, Serpe, & Farrell, 2018), Depression, Anxiety and Stress Scale- 21
items (DASS-21) (Lovibond, S.H. & Lovibond, P.F. (1995), and the Mental Health
Continuum- Short Form (MHC-SF) (Keyes et al., 2008). Participants were also asked to
answer various demographic questions and to describe their terminology and composition
of chosen family. At the end of the Qualtrics survey, participants were asked to click on a
link to a separate Qualtrics survey if they would like to enter their email address for the
chance to win one of the ten Amazon Gift Cards. This separate Qualtrics link ensured that
their information was not associated with their survey answers. Online gift cards were
sent to the winning email addresses.
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Measures
Demographics
Participants completed a demographic questionnaire requesting information about
their age, gender assigned at birth, current gender identity, sexual orientation, relationship
status, race/ethnicity, current education level and current average household income.
Demographics are not included in the statistical model; however, the demographic
information provides descriptiveness of the sample.
Chosen Family
Participants were asked to indicate whether they consider anyone in their life to
be a part of their chosen family, and whether there were terms other than “chosen
family” that they used to describe these close relationships. Participants were also asked
to indicate the number of people in their chosen family, including their relationship to the
participant (e.g., friend, partner, roommate, etc.) as well as if their chosen family
members had any LGBTQ identities. Very little information exists regarding TGD
individuals’ chosen families, and this data will be used to describe the general trends of
TGD chosen families, including number of chosen family members on average,
composition of chosen family members, and terms used to describe a chosen family.
Discrimination
The Trans Discrimination Scale (TDS-21) measures the unique forms of
discrimination that TGD people may encounter, including microaggressions and
harassment, restricted career and work opportunities, maltreatment in health care settings,
harassment by law enforcement, and bullying and harassment in educational settings
(Watson, Allen, Flores, Serpe, & Farrell, 2018). The TDS-21 is a 21-item measure
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utilizing a set of six response options, including “1, if the event has NEVER happened to
you” up to “6, if the event happened ALMOST LL OF THE TIME (more than 70% of the
time).” Items include questions such as “had others deny or minimize your experiences of
transgender discrimination,” “been unfairly questions about your gender identity by law
enforcement,” or “been discriminated against while trying to access health care.” The
items are totaled, with higher scores indicated higher rates of experiencing TGD
discrimination.
The TDS-21 has a range of internal consistency, including the microaggression
and harassment subscale with a Cronbach’s alpha of .88, restricted career and work
opportunities subscale had a Cronbach’s alpha of .78, bullying and harassment in
educational settings had a Cronbach’s alpha of .87, harassment by law enforcement had a
Cronbach’s alpha of .72, and maltreatment in health care settings had a Cronbach’s alpha
of .80. The overall internal consistency for the TDS-21 was excellent, with a Cronbach’s
alpha of .92 (Watson et al., 2018). The TDS-21 was found to have convergent validity
when assessed for correlations with related measures, including a modified version of the
Heterosexist, Harassment, Rejection and Discrimination scale HHRDS, and subscales of
the Gender Minority Stress and Resilience Scale. The test-retest reliability for the TDS21 was .91 (Watson et al., 2018).
The internal consistency of the TDS-21 for this study’s population was a
Cronbach’s alpha of .93. In addition, the Cronbach’s alpha for the subscales are as
follows: the Microaggressions and Harassment subscale was .87, the Restricted Career
and Work Opportunities subscale was .80, the Maltreatment in Healthcare Settings
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subscale was .84, the Harassment by Law Enforcement subscale was .87, and the
Bullying and Harassment in educational settings subscale was .85.
Family of Origin Rejection
Two scales were utilized to measure family of origin rejection. Participants were
asked to consider their immediate family of origin as the people they were raised with
and around when they were younger, such as parents, guardians, siblings, grandparents,
and aunts/uncles.
Non-affirmation. The Parental Attitudes of Gender Expansiveness Scale for
Youth Perceived Parental Non-Affirmation (PAGES-Y-PPNA) (Hildago et al., 2017)
measures experiences of perceived parental non-affirmation of gender-expansive (trans,
gender-nonconforming) adolescents (Hidalgo, Chen, Garofalo & Forbes, 2017). The
PAGES-Y-PPNA was originally developed for use with adolescents to assess their
parental non-affirmation of identity. The scale was adapted so as to ask about immediate
family of origin, and “Parents” was replaced with “family” in the items. Other studies
with TGD individuals have adapted wording in similar manners due to the low frequency
of TGD measurements, and these adaptations were found to maintain similar rates of
internal consistency (Tebbe & Moradi, 2016). The subscale is an eight item measure
which uses a 5-point Likert scale (1- strongly disagree, 2- disagree, 3- neither agree nor
disagree, 4- agree, 5- strongly agree). Sample items include “My [family] is ashamed of
me,” “My [family] has problems with my gender expression,” and “My [family] tries to
hide me.” The total score is the total additive score for each item, with higher scores
indicate higher experiences of non-affirmation. The PAGES-Y-PPNA had a Cronbach’s
alpha of .91 and was found to have convergent validity demonstrated by comparing to the
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GMSR-NA and discriminant validity when compared to the MSPSS (Hildago et al.,
2017). The internal consistency of the PAGES-Y-PPNA for this study’s population was a
Cronbach’s alpha of .91.
Family Rejection Questionnaire. The Family Rejection Questionnaire (FRQ)
(Yadegarfard, Meinhold-Bergmann, & Ho, 2014) measures parents and caregivers
rejecting reactions or behaviors to a person’s gender identity and expression. The FRQ is
a six item scale using a four-point Likert scale (0 = strong disagree, 1 = disagree, 2 =
agree, and 3 = strongly agree). Items are totaled, with higher totals indicating higher
levels of family rejection. Sample items include “my parents/caregivers often blamed me
for any anti-transgender mistreatment that I experienced,” and “my parents/caregivers
often didn’t allow me to take part in family activities because of my transgender
expression.” The original measure asks participants to consider their relationships with
their family when they were between the ages of 13-25, but not all TGD individuals have
come out or have learned about their TGD identities by this age, so the current study did
not ask participants to only consider these questions within the ages of 13-25 and instead
participants were asked to indicate how much they agreed or disagreed with each
statement in context of their relationship with their parents/caregivers. The FRQ was
found to have a Cronbach’s alpha of .91, with findings of good internal consistency,
concurrent, predictive and construct validity (Yadergarfard et al., 2014). The FRQ was
found to be correlated with other social support and well-being measures, such as the
General Wellbeing questionnaire, Social Support Appraisal (SSA) UCLA Loneliness
Scale, Depression, Anxiety and Stress Scale (DASS-21) and the Positive and Negative
Suicide Ideation Inventory (PANSI) (Yadergarfard et al., 2014). The internal consistency

55
of the FRQ for this study’s population was a Cronbach’s alpha of .89.
Chosen Family Support
Three scales were used to measure social support, including a measure of
instrumental support, emotional/informational support, and perceived support and
acceptance of gender-identity. Participants were asked to consider their chosen family
while answering the questions in each of these measures, or to consider their close
relationships if they do not consider themselves to have a chosen family (e.g., such as if
they use a different term to describe these close relationships other than chosen family).
NIH Toolbox Item Bank v2.0 – Emotional Support (Ages 18+) – Fixed Form.
The NIH Emotional Support Fixed Form measures perceived availability of informational
and emotional support (Cyranowski et al., 2013). The subscale contains eight items
which are measured with a 5-point scale (1 = Never, 2 = Rarely, 3 = Sometimes, 4 =
Usually, 5 = Always). Item examples include "I feel there are people I can talk to if I am
upset," "I have someone to talk with when I have a bad day," and "I can get helpful
advice from others when dealing with a problem." During Confirmatory Factor Analyses,
single factor loadings between informational support and emotional support indicated a
better fit for the model, which led to the decision to include informational forms of
support with emotional support (Cyranowski et al., 2013). This finding was similar in the
development of another social support measure, which found a correlation of 0.99
between informational support items and emotional support items, leading them to
conclude the need to combine them on the same subscale as well (Sherboune & Stewart,
1991). The Emotional Support Fixed form has high internal consistency, with Cronbach's
alpha of 0.969. The Emotional Support Fixed Form was found to have evidence of both
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discriminant and convergent validity (Cyranowski et al., 2013). Evidence of concurrent
validity was found when compared to other social support measures such as the
Interpersonal Support Evaluation List (ISEL) with a Pearson correlation coefficient of
0.79, suggesting related but distinct concepts as well as a -0.80 with the Revised UCLA
Loneliness Scale (RUCLA). The Emotional Support Fixed Form was found to have a
Pearson correlation of 0.75 with the Instrumental Support Fixed form, indicated
correlated concepts but which still displayed independent factors loadings with
acceptable fit (Cyranowski et al., 2013). The internal consistency of the NIH-ES for this
study’s population was a Cronbach’s alpha of .94
NIH Toolbox Item Bank v2.0 – Instrumental Support (Ages 18+) – Fixed Form.
The NIH Instrumental Support Fixed Form measures perceived availability of
instrumental support (Cyranowski et al., 2013). The subscale contains eight items which
are measured with a 5-point scale (1 = Never, 2 = Rarely, 3 = Sometimes, 4 = Usually, 5
= Always). Examples of items include "there is someone around to help me if I need it,"
"I have someone to pick up medicine for me if I need it," and "I have someone to help me
if I'm sick in bed." The Instrumental Support Fixed form has high internal consistency,
with Cronbach's alpha of 0.947. The Instrumental Support Fixed Form was found to have
evidence of both discriminant and convergent validity (Cyranowski et al., 2013).
Evidence of concurrent validity was found when compared to other social support
measures such as the Interpersonal Support Evaluation List (ISEL) with a Pearson
correlation coefficient of 0.705, again suggesting related but distinct concepts as well as a
-0.64 with the Revised UCLA Loneliness Scale (RUCLA). The Emotional Support Fixed
Form was found to have a Pearson correlation of 0.75 with the Instrumental Support
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Fixed form, indicated correlated concepts but which still displayed independent factors
loadings with acceptable fit (Cyranowski et al., 2013). The internal consistency of the
NIH-IS for this study’s population was a Cronbach’s alpha of .95.
Perceived Parental Acceptance subscale of the Parental Attitudes of Gender
Expansiveness Scale for Youth (PAGES-Y-PPA). The Perceived Parental Acceptance
subscale of the Parental Attitudes of Gender Expansiveness Scale for Youth (PAGES-YPPA) measures experiences of parental support of gender-expansive (trans, gendernonconforming) adolescents (Hidalgo, Chen, Garofalo & Forbes, 2017). Parental
Attitudes of Gender Expansiveness Scale for Youth (PAGES-Y-PPA) scale was
originally developed for use with adolescents to assess their parental support and parental
affirmation of identity. The scale was adapted so as to ask about chosen family rather
than parental acceptance. The subscale is a six item measure which uses a 5-point scale
(1- strongly disagree, 2- disagree, 3- neither agree nor disagree, 4- agree, 5- strongly
agree). Sample items include "My [chosen family is] supportive of my gender transition"
and "My [chosen family is] proud of me." Total score is the total additive score for each
item, with higher scores indicate greater family support. This scale was used to measure
chosen family support of gender identity by adapting the wording to state "chosen
family" instead of "parent," as well as changing item 3 from "child" to "person." As noted
above, other research with TGD individuals has adapted wording in similar manners due
to the low frequency of TGD measurements, and these adaptations were found to
maintain similar rates of internal consistency (Tebbe & Moradi, 2016). The PAGES-YPPA had high internal consistency (Cronbach alpha of 0.88) (Yadgarfard et al., 2014).
The PAGES-Y-PPA has also shown to have convergent validity in comparison the
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MSPSS family support items (r = -0.72, p < 0.01) which suggests that the concepts
measured are related but distinct. This study utilized a gender-expansive population
(trans, gender non-conforming). The internal consistency of the PAGES-Y-PPA for this
study’s population was a Cronbach’s alpha of .88.
Psychological Distress
The Depression Anxiety Stress Scale (DASS-21) (Lovibond & Lovibond, 1995)
measures experiences of stress, anxiety and depression in adults over the past week. The
DASS-21 contains 21 items rated on a 4-point Likert scale ranging from 0 “did not apply
to me at all,” to 3, “applied to be very much or most of the time.” Sample items include “I
couldn’t seem to experience any positive feeling at all,” “I found it difficult to relax,” and
“I felt scared without any good reason.” Scores were totaled, with higher scores
indicating higher levels of stress, anxiety and depression. The DASS-21 has displayed
convergent validity when compared with the Beck Depression and Anxiety Inventories
(Henry & Crawford, 2005). In a sample of trans adults utilizing the DASS-21, overall
Cronbach’s alpha was .93, with the alphas for the subscale being .92 for depression, .83
for anxiety and .85 for stress (Dickey, Reisner & Juntunen, 2015). The internal
consistency of the DASS-21 for this study’s population was measured to be a Cronbach’s
alpha of .94. In addition, the Cronbach’s alpha for the subscales are as follows: The
Stress subscale is .88, the Anxiety subscale is .88, and the Depression subscale is .93.
Well-being
The Mental Health Continuum- Short Form (MHC-SF) measures the construct of
well-being (Keyes et al., 2008). The measurement contains three subscales that measure
emotional (hedonic), psychological (eudemonic) and social well-being, which are
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considered three factors that contribute to overall well-being. There are 14 items in total
and the total sum of the score equates to the total well-being score, with three items
pertaining to the emotional well-being subscale, six items for the psychological wellbeing subscale and five items for the social well-being subscale. Participants are asked to
use a five point scale (0 = never, to 5 = every day) to indicate “during the past month,
how often did you feel…” “happy” (emotional/ hedonic well-being), “that you belonged
to a community” (social well-being) and “that your life has a sense of direction or
meaning to it” (psychological/ eudemonic well-being). A higher score indicates greater
well-being.
The MHC-SF has been normed in many countries and languages, including the
U.S., Iran, Portugal, Australia, Poland, South Africa, South Korea, Argentina and Italy
(De Carvalho et al., 2016; Hides et al., 2016; Joshanloo, 2016; Joshanloo, Wissing,
Khumalo, & Lamers, 2013; Karaś et al., 2014; Keyes et al., 2008; Lamers et al., 2011;
Lim, 2014; Perugini et al., 2017; Petrillo et al., 2015; Salama-Younes & Ismaïl, 2011).
When the three subscales are summed to represent the overall level of well-being,
internal reliability was high, with a Cronbach’s alpha of 0.89 (Lamers et al., 2011).
Various studies have indicated high reliability for emotional well-being (Cronbach alpha
scores of > 0.80) and psychological well-being (Cronbach alpha scores of > .80), and
good reliability for social well-being, with Cronbach alpha scores > .70. (Lamers et al.,
2011; Lamers et al., 2013). Other studies have indicated high internal reliability for all
three subscales (i.e., > .80; Keyes, 2005). Through Confirmatory Factor Analysis, the
MHC-SF was also found to have good convergent validity and discriminant validity with
support for the three components of well-being (Lamers et al., 2011). Test-retest
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reliability results over a 3-month period averaged 0.69 and over a 9-month period
averaged at .65 (Lamers et al., 2011).
The MHC-SF has not been normed on an exclusively TGD sample, but a study
with an LGBT sample found the MHC-SF to have high internal consistency; the authors
did not specifically note the MHC-SF Cronbach alpha, but instead stated that all of the
measures they utilized (including the MHC-SF) had scales with alphas ranging between
0.87 and 0.93, suggesting that use of the MHC-SF with an LGBT individuals is reliable.
The internal consistency of the MHC-SF for this study’s population was a Cronbach’s
alpha of .88. In addition, the Cronbach’s alpha for the subscales for this study are as
follows: The Hedonic Emotional Well-being subscale is .85, the Social well-being
subscale is .66, and the Eudemonic Psychological well-being subscale is .80
Data Analysis and Hypotheses
Data was first filtered through the “good completes” filter available at Qualtrics,
which removes participants who did not complete each measure beyond the demographic
section. Some participant data was also removed because of failure to meet study criteria
(e.g., age of majority, TGD identity). Maximum Likelihood Robust (MLR) estimation
was used to address missing data within measures, which is known to be robust against
non-normality (Freedman, 2006). SPSS 23.0 was the utilized statistics software to
complete descriptive statistics, including means of scales, level of skewness, kurtosis,
standard deviations and correlations of all the included variables in the study. Reliability,
calculated through internal consistency, was also run all on scales and subscales to ensure
internal consistency was sufficient.
The software Mplus, version 7.4 (Muthen & Muthen,2015) was used to run a
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Confirmatory Factor Analysis. The measurement model was tested before estimating the
full structural model. This provided support that the latent variables have indicators
loading the way they were proposed (Weston, 2006). Latent variables in the model
include discrimination, family of origin rejection, chosen family support, well-being and
psychological distress. Following SEM protocol, each latent variable is modeled with at
least three to four indicators (Weston & Gore, 2006). The latent variable of
discrimination had five indicators (subscales), chosen family support had three indicators
(three measures), well-being had three indicators (subscales) and psychological distress
had three indicators (subscales). Family of origin rejection was measured through two
different subscales. In order to create a third indicator, the PAGES-Y-PPNA subscale was
item parceled. First, exploratory factor analysis (EFA) was used to identify the factor
loadings, which were then sorted by size from highest to lowest in order and assigned to
parcels through countervailing order which helps to balance the weight of each loading
across the item parcels (Weston and Gore, 2006).
Structural equation modeling was used to test both direct and indirect
relationships among the latent variables. Overall fit of model was evaluated to ensure that
the latent variable associations in the estimated model reflected the observed associations
in the collected data (Weston, 2006). Weston (2006) notes that fit can be determined in
many ways, including “(a) significance and strength of estimated parameters, (b) variance
accounted for endogenous observe and latent variables, and (c) how well the overall
model fits the observed data, as indicated by a variety of fit indices.
To evaluate model fit of the structural equation model in Figure 1, several fit
indices will be used, including chi-square, Comparative Fit Index (CFI), Root Mean
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Square Error of Approximation (RMSEA), the Standardized Root Mean Square Residual
(SRMR) and the Biayesian Information Criterion (BIC). The suggestion for minimum
cutoff for these various fit indices varies, so care was taken consider the size of sample
(whether larger than n=500) or the complexity of the model; for CFI, fit indices can range
between .90 and .95 (values closer to 1 indicate better fit), RMSEA of less than .10 with
the maximum upper bound of the 90% CI of .10 (value of .00 indicates exact model fit
for the data) and SRMR values ranging between .08 and .15 (smaller values indicate
better fit) (Weston, 2006). Along with complete model fit, significance of estimated
parameters through regression coefficients were analyzed, due to the standardized
estimates lending themselves to comparison among the relationships of latent variables
(Weston, 2006). See Figure 2 for a path diagram of the structural regression model that
will be tested.

Figure 2. Proposed path relations for structural equation model
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The hypotheses tested through structural equation modeling include:
Hypothesis 1: Experiences of discrimination will positively relate to experiences
of psychological distress. The direct effect between discrimination and psychological
distress was tested.
Hypothesis 2: Experiences of discrimination will negatively relate to experiences
of well-being. The direct effect between discrimination and well-being was tested.
Hypothesis 3: Experiences of discrimination will negatively relate to experiences
of chosen family support. The direct effect between discrimination and chosen family
support was tested.
Hypothesis 4: Experiences of family of origin rejection will positively relate to
experiences of psychological distress. The direct effect between family of origin rejection
and psychological distress was tested.
Hypothesis 5: Experiences of family of origin rejection will negatively relate to
experiences of well-being. The direct effect between family of origin rejection and wellbeing was tested.
Hypothesis 6: Experiences of family of origin rejection will negatively relate to
experiences of chosen family support. The direct effect between family of origin rejection
and chosen family support will be tested.
Hypothesis 7: Chosen family support will positively relate to experiences of wellbeing. The direct effect between chosen family support and well-being will be tested.
Hypothesis 8: Chosen family support will negatively related to experiences of
psychological distress. The direct effect between chosen family support and
psychological distress will be tested.
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Hypothesis 9: Chosen family support will moderate the relationship between
discrimination and well-being. The indirect effects of the relations between
discrimination and well-being were tested through the moderating variable of chosen
family support.
Hypothesis 10: Chosen family support will moderate the relationship between
discrimination and psychological distress. The indirect effects of the relations between
discrimination and psychological distress were tested through the moderating variable of
chosen family support.
Hypothesis 11: Chosen family support will moderate the relationship between
family of origin rejection and well-being. The indirect effects of the relations between
discrimination and well-being were tested through the moderating variable of chosen
family support.
Hypothesis 12: Chosen family support will moderate the relationship between
family of origin rejection and psychological distress. The indirect effects of the relations
between discrimination and psychological distress were tested through the moderating
variable of chosen family support.
Hypothesis 13: Well-being will negatively relate to psychological distress. The
direct effect between well-being and psychological distress was tested.
Chapter 4: Results
The purpose of the study was to explore how experiences of rejection from family
of origin and experiences of discrimination might relate to both the well-being and
psychological distress of TGD individuals. Another purpose of the study was to
understand the ways in which chosen family support might impact those proposed
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variable relationships. The present study used structural equation modeling to test a
moderation model. The present study hypothesized that chosen family support would
moderate the relationship between experiences of discrimination and rejection from
family of origin, and psychological distress and well-being. This chapter will describe the
responses given regarding the composition of chosen families for the TGD participants in
the sample. The chapter will also address the method of structural equation modeling and
the statistical outcomes of the data. Detailed explanations will be given of the
measurement model analysis, moderation model and analysis, and a discussion of the
hypotheses and findings in the present study.
Data Analysis
Data was initially downloaded from Qualtrics with the “good completes” filter on.
The filter removes incomplete data. Of the 360 participants that began the survey (i.e.,
gave a response to at least one item), 119 were missing substantial data, such as missing
data from all or most items of one or more measures and so they were removed prior to
analysis. This left 241 participants with complete responses. In consideration of study
inclusion criteria, three participants were removed due to their current gender identity
corresponding with the gender assigned to them at birth, indicating a lack of TGD
identity. Two more participants were removed due to indicating an age under the age of
majority in the state they reside (one participant reported an age of 15 and one reported
an age of 16). This provided a final data set comprised of 236 participants. MLR was
used to handle missing data. With MLR the standard errors are corrected to be robust
against non-normality (Freedman, 2006). Software used in this investigation was Mplus
version 7.2 (Muthen & Muthen, 2015), which is also robust to non-normality; though,
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Table 2
Descriptive Statistics and Intercorrelations for Study Variables
Actual
Range

1

2

3

4

5

6

7

8

8.01

8-40

1

.674**

.342**

-.046

-.021

.068

-.227**

.240**

4.18

4.51

0-18

--

1

.508**

-.002

-.019

.084

-.143*

.153*

3. TDS-21

53.72

20.45

21-126

--

--

1

.053

.090

.127

-.147*

.396**

4. NIH-IS

26.85

9.53

8-40

--

--

--

1

.269**

.089

.278**

-.001

5. NIH-ES

33.65

6.02

10-40

--

--

--

--

1

.487**

.396**

-.130

6. PAGES-Y-PPA

26

4.01

6-30

--

--

--

--

--

1

.217**

.000

7. MHC-SF

32.64

12.54

2-70

--

--

--

--

--

--

1

-.531**

8. DASS-21

26.58

14.45

0-63

--

--

--

--

--

--

--

1

M

SD

1. PAGES-Y-PPNA

22.69

2. FRQ

with this sample the variables all met standards to suggest univariate normality, including
skewness less than three and kurtosis less than 10 (Weston & Gore, 2006). The
intercorrelations for the variables in the study and the descriptive statistics (mean,
standard deviation and range) can be found in Table 2.
Note: PAGES-Y-PPNA = Parental Attitudes of Gender Expansiveness Scale for Youth Perceived Parental
Non-affirmation, FRQ = Family Rejection Questionnaire, TDS-21 = Trans Discrimination Scale, NIH-IS =
National Institute of Health Instrumental Support, NIH-ES = National Institute of Health Emotional
Support, PAGES-Y-PPA = Parental Attitudes of Gender Expansiveness Scale for Youth Perceived Parental
Acceptance, MHC-SF = Mental Health Continuum, DASS-21 = Depression, Anxiety and Stress Scale.
Values above diagonal line represent Intercorrelations of observed scale scores. *p < .05, **p < .01

Chosen Family
As mentioned in Chapter 2, very little research was found which has addressed
the concept of chosen families for TGD populations. The present study asked participants
questions about their chosen family to better understand the composition and descriptive
data regarding participant’s chosen families. Participants were told that chosen family is
people in their life that they feel are their family, even if they are not biologically related
to them. They were also told that any person can comprise their chosen family, including
some people from their family of origin (e.g., siblings; parents) spouses and partners,
friends, roommates, neighbors, and other individuals close to them. They were then asked
if they consider anyone in their life to be a part of their chosen family, of which 214
(approximately 91%) indicated “yes.” 213 participants (80% of the total sample)
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described the composition of their chosen family. Participants reported having a range of
2-30 members in their chosen families, with the average number of chosen family
members being 5.24 people. Approximately 54% of the chosen family members listed
had a queer, LGBTQ+ and/or non-cisgender identity, as reported by the participants.
Participants were asked to describe the types of relationships they had with the
members of their chosen family. Participants reported that their chosen families were
comprised of biological family members (mother, father, siblings/”half” siblings, aunts,
uncles, cousins, grandparents), non-biological family members (chosen siblings and
parents, “queer family” members such as “queer family style niece,” “host family” such
as “host brother”), romantic partners (e.g., spouses, girlfriends/boyfriends, fiancé, “date
mate,” ex-partners, friends with benefits), children (e.g., son/daughter, adopted children)
members of family by law (e.g., in-laws, step parents/step siblings), friends (e.g., “queer
platonic partner,” best friend, friends, family friends), and other relationships such as
roommates, bandmates, coworkers, mentors, bosses, therapists, teachers, members of
support groups, metamours, comrades, and pets.
Participants were asked if there is a term other than "chosen family" that they
would use to describe these close relationships. 54 participants reported using a term
other than, or along with, the term “chosen family.” Among these responses was 31
different labels that they use to describe these close relationships other than or along with
the term “chosen family.” Some participants wrote multiple terms, and some participants
would report using similar terms (e.g., multiple people indicated using the term “queer
family”).The following terms were reported: Family (11 participants), friends (8
participants), found family (6 participants), queer family (3 participants), best friend/s (3

68
participants), loved ones (3 participants), real family (2 participants), partner (2
participants), close friends (2 participants), host family, logical family, non-biological
family, queerplatonic, fellow queers, soul mates, soul sisters, besties, priority friends,
intimate friendships, nesting partner, nerd family, brothers and sisters, girlfriend, support
network, communities, my people, my tribe, kin, in-laws, mishpacha and Kehila. One
participant wrote “the idea and act of chosen family seems pretty toxic TBH [to be
honest]. I'm not interested in organizing my connections, relationships, and network in
this way.”
Measurement Model
Following SEM protocol, each latent variable is modeled with at least three
indicators (Weston & Gore, 2006). The five subscales of the TDS-21 were used to model
the latent variable Discrimination, including microaggressions and harassment (TDS
MicHar), restricted career and work opportunities (TDS Career), maltreatment in health
care settings (TDS Health), harassment by law enforcement (TDS LawEn), and bullying
and harassment in educational settings (TDS BullEd). The latent variable of Chosen
Family Support was modeled through three measures, including the NIH Emotional
Support form (NIH-ES), the NIH Instrumental Support form (NIH-IS), and the Perceived
Parental Acceptance subscale of the Parental Attitudes of Gender Expansiveness Scale
for Youth (PAGES-Y-PPA). The latent variable of Well-being was modeled through the
three subscales of the MHC, including emotional well-being (MHC-Emot), psychological
well-being (MHC-Psy), and social well-being (MHC-Soc). The latent variable of
Psychological Distress was modeled through the three subscales of the DASS-21,

69
including stress (DASS-21 stress), anxiety (DASS-21 anxy) and depression (DASS-21
dep).
The latent variable of Family of Origin Rejection was measured through the
Family Rejection Questionnaire (FRQ) and an adapted subscale of the PAGES-Y, the
Perceived Parental Non-affirmation (PPNA). In order to create a third indicator, the
PAGES-Y-PPNA subscale was item parceled. Using exploratory factor analysis (EFA)
the factor loadings were identified and sorted from highest to lowest and assigned in
countervailing order to create balanced parcels.
On each subscale, a Confirmatory Factor Analysis (CFA) was conducted which
gave evidence that the indicators loaded onto the latent variables as intended, and the
factor loadings were all significant and can be seen on Table 3, along with the
uniqueness. The internal consistency reliability estimates for each latent variable were as
follows: Discrimination produced a Cronbach’s alpha of .93, Well-being produced a
Cronbach’s alpha of .88, chosen family support produced a Cronbach’s alpha of .91,
family rejection produced a Cronbach’s alpha of .93 and psychological distress produced
a Cronbach’s alpha of .94.
Fit indices indicated that the measurement error of stress and anxiety, two of the
indicators within the latent variable of psychological distress, needed to correlate to
improve fit statistics, but this led to a negative residual variance for depression; however,
the residual variance for depression was set to zero because it was not statistically
different from zero. Allowing for this helped improve model fit, and overall the fit
indices suggest a good fit for the measurement model (CFI = .904, SRMR= .089,
RMSEA = .079). The Bayesian (BIC) was 22094.442.
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Allowing the measurement error of the anxiety and stress subscales to correlate is
justifiable, given the similarity of the underlying operationalization of anxiety and stress
in the chosen measure, as well as previous research finding of high correlations between
the stress and anxiety subscales (Henry & Crawford, 2005). The anxiety subscale of the
DASS-21 is meant to measure autonomic arousal, situational anxiety, skeletal muscle
effects and subjective experiences of anxious feelings; the stress subscale measures
difficulty relaxing, nervous arousal, and being easily emotionally aroused such as
agitation/over-reactivity (Lovibond & Lovibond, 1995). In the American Psychiatric
Association’s (2013) Diagnostic and Statistical Manual of Mental Disorders (5th ed.;
DSM-5) generalized anxiety includes similar symptoms and experiences measured in the
DASS-21 stress subscale, including anxious arousal contributing to difficulty with
relaxation and daily experiences, and affective reactivity such as agitation/irritability
(American Psychiatric Association, 2013). This suggests that the subscale of stress is
measuring symptoms of generalized anxiety, as reported in the DSM-5. In a study
attempting to provide construct validity and exploration of various model fits of the
DASS-21, researchers found that the model providing the strongest fit indices suggested
that the DASS-21 best measures an overall construct of psychological distress; however,
this best fitting model allowed for correlated errors between the stress and anxiety
subscales (Henry & Crawford, 2005). Another study found that the three factor model of
depression, stress and anxiety provided a model with good fit, but the anxiety factor was
strongly associated with the stress factor at .75. Taken into consideration, it seems that
allowing the measurement error of the anxiety and stress indicators to correlate is
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supported given the previous literature showing a strong correlation and similar
underlying operationalization of the anxiety and stress subscales of the DASS-21.

Table 3
Measurement Model
Latent Variable

Indicator

Standardized
SE
β

PAGES-Y-PPNA parcel 1
PAGES-Y-PPNA parcel 2
FRQ

.883
.941
.718

.028
.024
.035

.220
.115
.484

TDS-MicHar
TDS-Career
TDS-Health
TDS-LawEn
TDS-BullEd

.714
.756
.817
.749
.705

.051
.052
.031
.052
.056

.491
.428
.333
.440
.503

NIH-IS
NIH-ES
PAGES-Y-PPA

.360
.883
.526

.077
.093
.082

.873
.195
.731

MHC-Emot
MHC-Soc
MHC-Psy

.881
.676
.791

.027
.040
.038

.224
.543
.374

DASS-21-Dep
DASS-21-Anxy
DASS-21-Stress

1.00
.537
.574

.000
.050
.046

.000
.714
.673

Uniqueness

Family of Origin Rejection

Discrimination

Chosen Family Support

Well-being

Psychological Distress

Moderation Model
The structural model was then tested. The Bayesian Information Criterion (BIC)
has demonstrated effectiveness for selecting model fit at a similar effectiveness as other
measures of fit, including RMSEA and CFI as well as other fit indices (Wu, Fai Cheung,
& On Leung, 2020). BIC is a method to select the best model, with lower BIC scores
indicating better model fit; the best model should have a difference of at least two, but a
difference of greater than ten suggests a strong indication that the lower value BIC is a
better fit for the data (Fabozzi et al., 2014). The measurement model produced a BIC of
22094.442. The moderation model produced a BIC of 22111.679 (a difference of
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17.237), suggesting that the measurement model was a better fit than the moderation
model. Five out of the nine proposed direct effects were significant, but the four indirect
effects of the moderation were not significant; along with consideration of the higher BIC
of the moderation model, this suggests that the moderation model was not a good fit for
the data. See table 4 for a summary of the direct effects, and see table 5 for a summary of
the moderation model.
Table 4
Summary of Direct Effects
Standardized
SE
β

Predictor

Criterion

Wald χ2

p-Value

Family of Origin Rejection
Family of Origin Rejection

Well-being
Psychological Distress

-.138
.149

.062
.073

-2.216
2.032

.027
.042

Family of Origin Rejection

Chosen Family Support

-.015

.091

-.163

.871

Discrimination

Well-being

-.001

.075

-.016

.987

Discrimination

Psychological Distress

.151

.085

1.780

.075

Discrimination

Chosen Family Support

.078

.097

.810

.418

Chosen Family Support
Chosen Family Support
Well-being

Well-being
Psychological Distress
Psychological Distress

.263
-.226
-.683

.085
.077
.047

3.087
-2.927
-14.637

.002
.003
.000

Table 5
Summary of Moderation Model
Predictor
Chosen Family Support

Criterion

Standardized
β
SE

Well-being
Psychological Distress

.263
-.226

.085
.077

3.087
-2.927

.002
.003

Well-being
Psychological Distress

-.001
.151

.075
.085

-.016
1.780

.987
.075

Well-being

.027

.096

.278

.781

Psychological Distress

.118

.105

1.122

.262

Well-being
Psychological Distress

-.138
.149

.062
.073

-2.216
2.032

.027
.042

Well-being
Psychological Distress

.035
.059

.084
.086

.423
.683

.672
.495

Wald χ2

p-Value

Discrimination
Chosen Family Support x
Discrimination

Family of Origin Rejection
Chosen Family Support x
Family of Origin Rejection
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Hypotheses
Below is a summary of the findings in the examination of each hypothesis
proposed in Chapter 3. See Figure 3 for the results of the direct and indirect effects.
Hypothesis 1: Experiences of discrimination will positively relate to experiences
of psychological distress. Discrimination was not associated with psychological distress
(β = .151, p =.075). The direct effect between discrimination and psychological distress
was tested.
Hypothesis 2: Experiences of discrimination will negatively relate to experiences
of well-being. Discrimination was not associated with well-being (β = -.001, p =.987).
The direct effect between discrimination and well-being was tested.
Hypothesis 3: Experiences of discrimination will negatively relate to experiences
of chosen family support. Discrimination was not associated with chosen family support
(β = .078, p =.418). The direct effect between discrimination and chosen family support
was tested.
Hypothesis 4: Experiences of family of origin rejection will positively relate to
experiences of psychological distress. Family of origin rejection was positively
associated with psychological distress (β = .149, p =.042). The direct effect between
family of origin rejection and psychological distress was tested.
Hypothesis 5: Experiences of family of origin rejection will negatively relate to
experiences of well-being. Family of origin rejection was negatively associated with wellbeing (β = -.138, p =.027). The direct effect between family of origin rejection and wellbeing was tested.
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Hypothesis 6: Experiences of family of origin rejection will negatively relate to
experiences of chosen family support. Family of origin rejection was not associated with
chosen family support (β = -.015, p =.871). The direct effect between family of origin
rejection and chosen family support was tested.
Hypothesis 7: Chosen family support will positively relate to experiences of wellbeing. Chosen family support was positively associated with well-being (β = .263, p
=.002). The direct effect between chosen family support and well-being was tested.
Hypothesis 8: Chosen family support will negatively relate to experiences of
psychological distress. Chosen family was negatively associated with psychological
distress (β = -.226, p =.003). The direct effect between chosen family support and
psychological distress was tested.
Hypothesis 9: Chosen family support will moderate the relationship between
discrimination and well-being. Chosen family support did not moderate the relationship
between discrimination and well-being (β = .027, p =.781). The indirect effects of the
relations between discrimination and well-being were tested through the moderating
variable of chosen family support.
Hypothesis 10: Chosen family support will moderate the relationship between
discrimination and psychological distress. Chosen family support did not moderate the
relationship between discrimination and psychological distress (β = .118, p =.262). The
indirect effects of the relations between discrimination and psychological distress were
tested through the moderating variable of chosen family support.
Hypothesis 11: Chosen family support will moderate the relationship between
family of origin rejection and well-being. Chosen family support did not moderate the
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relationship between family of origin rejection and well-being (β = .035, p =.672). The
indirect effects of the relations between discrimination and well-being were tested
through the moderating variable of chosen family support.
Hypothesis 12: Chosen family support will moderate the relationship between
family of origin rejection and psychological distress. Chosen family support did not
moderate the relationship between family of origin rejection and psychological distress
(β= .059, p =.495). The indirect effects of the relations between discrimination and
psychological distress were tested through the moderating variable of chosen family
support.
Hypothesis 13: Well-being will negatively relate to psychological distress. Wellbeing was negatively associated with psychological distress (β= .683, p <.000). The
direct effect between well-being and psychological distress was tested.
Conclusion
The present investigation explored how experiences of rejection from family of
origin and experiences of discrimination related to well-being and psychological distress.
The present study proposed a model suggesting a moderating effect of chosen family
support on the aforementioned relationships. No significant moderating effects were
found, so overall the moderation model was a poor fit for the data. Some of the direct
effects were found to be significant in the proposed direction as originally hypothesized;
however, hypotheses regarding the relationship between discrimination and chosen
family support, well-being and psychological distress were not supported, nor was the
hypothesis of family of origin rejection relating to chosen family support. The following
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chapter will more fully summarize the results as well as the limitations and implications
of the present study.

Figure 3: Final moderation model. Parameter estimates represent standardized regression
coefficients. Dashed lines indicate non-significant direct effects. *p < .05, **p < .001

Chapter 5: Discussion
The current study explored whether a relationship existed between discrimination
and rejection from family of origin and mental health outcomes such as psychological
distress and well-being for TGD individuals. The present study also explored whether
chosen family support moderated any of these relationships. Finally, the present study
explored how TGD participants described the composition of their chosen families. This
final chapter provides a summary and interpretation of the results and provides
suggestions for the implications of the findings and future directions for research.
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Overview of Results
Measurement Model
The measurement model provided support that the indicators measured the proposed
latent variables, and that the measurement model had a good fit for the data after
adjustments were made; specifically, the data was a good fit after allowing for the
measurement errors of the indicators of anxiety and stress within the latent variable of
psychological distress to correlate. As noted in prior literature, anxiety and stress have
been found to highly correlate and the underlying items of the measures both portray
symptoms of anxiety as described in the DSM-5 (American Psychiatric Association,
2013; Henry & Crawford, 2005; Lovibond & Lovibond, 1995).
Discrimination
Discrimination is understood to be a distal stressor in the Minority Stress Theory,
which proposes that minority populations such as TGD individuals experience greater
identity-related stressors that contribute to negative mental health impacts (Meyer, 2003).
Contrary to hypothesis one and two, discrimination did not have any significant direct
effects on well-being and psychological distress. This contradicts prior research which
has found that experiences of discrimination was negatively associated with poorer
quality of life in social and environmental domains and positively associated with
depression (Başar et al, 2016; Tebbe & Moradi, 2016).
Hypotheses one and two were theoretically grounded in the Minority Stress
Theory, which suggests that identity related experiences of stress, such as discrimination,
might explain the greater experiences of distress among minority identities such as TGD
identities (Meyer, 2003); however the minority stress theory asserts that proximal
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stressors, such as internalized transphobia and transnegativity, might also explain the
increased rates of distress for minority populations. In prior research, distal stress,
including experiences of discrimination, was found to have a weak or non-significant
relationship with suicidal ideation and non-suicidal self injury (NSSI) initially; however,
a significant positive association between distal stress and suicidal ideations/NSSI
became more apparent for participants with high levels of internalized transnegativity
(Staples et al., 2018). This suggests that internalized transnegativity might play a role in
how discrimination negatively impacts TGD individuals, but the present study did not
measure the variable of internalized transnegativity which could help to explain the nonsignificant effect between experiences of discrimination and psychological distress and
well-being in the structural model. Similarly, the MST asserts that in the face of
discrimination, minority populations might respond to discrimination and prejudice
through coping and resilience to reduce the impacts of that discrimination on their mental
health (Meyer, 2003). Though it is unclear why discrimination was not found to have a
direct effect on psychological distress of well-being in this sample, it is plausible that
factors of internalized transphobia or higher resilience of the sample could explain the
difference in the findings of the present study compared to other studies.
Findings also failed to support hypothesis three, suggesting that discrimination
did not appear to relate to experiences of chosen family support. This indicates that even
when participants in the study experienced discrimination, it did not appear to interfere
with the support they obtained from their chosen family. Prior qualitative research has
suggested a link between experiences of discrimination leading to self-isolation, which
contributes to less connection and support from friends and family (Stewart et al., 2018).
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Findings from this study seem to provide quantitative support that even when facing
discrimination, TGD individuals can still build a community of support for themselves.
The difference in these findings, as compared to prior qualitative research, might be
partially explained through the minority stress theory. The MST asserts that minority
groups might utilize group solidarity and cohesiveness as a means of managing the
harmful impacts of discrimination (Meyer, 2003).
Rejection from Family of Origin
Findings indicated that as TGD individuals experienced rejection from their
families of origin they also tended to experience greater rates of psychological distress.
Survey data for TGD participant’s found connections between experiences of rejection
from their families and experiences of psychological distress, namely increased
depression and more suicide attempts and suicidal ideations compared to the general U.S.
population (Grant et al., 2011; James et al., 2016; Klein & Golub, 2016; Moody & Smith,
2013; Simons et al., 2013; Yadegarfard et al., 2014); however, much of this data was the
summary of themes noted in large TGD surveys exploring a multitude of experiences and
the present study was one of the first studies to apply a quantitative research approach to
understand how rejection from families of origin impact the psychological distress of
TGD samples. The present study had multiple factors in the proposed model, whereas the
prior survey research has linked only one variable with another without considering how
other factors might change the relationship among the variables.
It was also hypothesized that experiences of family of origin rejection would
negatively relate to experiences of well-being. Findings supported this hypothesis,
indicating that experiencing rejection from one’s family of origin did relate to lower
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experiences of well-being. Prior research has been limited in exploring impacts of family
rejection on experiences of well-being. TGD adults and youth parental support has been
positively associated with greater life satisfaction and quality of life (Başar et al., 2016;
Simons et al., 2013) but the present study provides support for the reverse of this trend
for adult TGD participants, meaning that as TGD adults experience more rejection from
their family of origin, their experiences of well-being were lower.
Third, findings from the present study indicate that experiencing rejection from
family of origin did not relate to the amount of chosen support TGD individuals
experienced. Prior qualitative research has found that lack of family support pervasively
and negatively impacted participants daily lives, including contributing to less social
connection to others (Stewart et al., 2018). This qualitative theme suggests that a lack of
family support might negatively impact connection with others, potentially making it
difficult to receive social support; however, contrary to hypothesis six, high experiences
of family of origin rejection was not related to chosen family support. It seems that
rejection from family does not impact the support TGD participants receive from their
chosen families. It is possible that the same reason that discrimination did not impact
social connection, rejection from one’s family of origin might not hinder one’s ability to
receive support from chosen family. As stated above, the MST suggests that group
solidarity and cohesiveness might be utilized to manage the rejection or discrimination
that certain minority groups face. It is plausible that TGD participants utilize their chosen
families for support in response to experiencing rejection from family of origin, rather
than the rejection hindering their ability to connect with others.

81
Chosen Family Support
The current literature has little to no research that could be identified exploring
chosen family for TGD individuals, so the present study aimed to provide more
information regarding the composition of chosen families, as well as explore how this
specific form of support might affect experiences of psychological distress and wellbeing. Though the current research is limited in exploring chosen family support, the
current research findings on social support for TGD individuals is blended, often
including support from friends, family, and partners. The present study found that
participants described their chosen families as being comprised of blended members,
which may mean that prior studies exploring impacts of friend support, family support
and partner support may be generalizable to chosen families. Many participants included
various relationships in their chosen family including family members of origin, friends,
partners, family by law, and other relationships such as roommate, mentors, educators
and health care providers. These descriptions of chosen family are similar to findings
with LGBT participants who described chosen family as a blending of biological family
and other important people such as friends, partners, and roommates (Hull & Ortyl, 2018;
Soler et al., 2018). 91% of TGD participants indicated that they consider themselves to
have a chosen family, which is a higher rate than the 63% of young gay and bisexual men
in a prior study who reported having a chosen family (Soler et al., 2018). Participants
reported an average of 5.24 people in their chosen families, with a range of 2-30
members, and 54% of chosen family members were reported to have a queer, LGBTQ+
and/or non-cisgender identity.
The theory of the buffering effect of social support suggests that social support
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can interrupt the relationship between higher stress and negative mental health outcomes
(House et al., 1998). Similarly, the Minority Stress theory posits that group level coping
might ameliorate some of the effects that proximal and distal minority stressors have on
mental health (Meyer, 2003). It was hypothesized that having chosen family support
would negatively relate to experiences of psychological distress. The data supported this
hypothesis, suggesting that as the experience of chosen family support increased, the
amount of psychological distress experienced was lower. This finding is supported in
prior research exploring more general forms of social support, which has found that
social support is negatively associated with psychological distress, anxiety and
depression (Başar et al., 2016; Bockting et al., 2013; Budge et al., 2013; Pflum et al.,
2015).
It was also hypothesized that chosen family support would positively relate to
experiences of well-being. The data supported this hypothesis as well, which suggests
that when TGD individuals experience various forms of support from their chosen
families, they also seem to have greater rates of well-being. This finding is supported by
prior research, which has found that support from family and partners has been found to
be positively associated with quality of life (Başar et al., 2016). This study aimed to
address missing information on the experience of chosen families for TGD individuals,
and these findings contribute to an understanding that having instrumental support,
emotional support, and support of one’s TGD identity from chosen family contributes to
greater well-being and less psychological distress.
Moderating Effect of Chosen Family Support
A moderation model was proposed with the hypothesis that chosen family would
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play a moderating role in a multitude of relationships between the variables; specifically,
it was hypothesized that chosen family support would moderate the relationship between
discrimination and well-being and psychological distress. The moderation model was not
found to be a good fit for the data. Specifically, chosen family support was not found to
moderate the relationship for discrimination and chosen family rejection, and well-being
and psychological distress. Discrimination was not found to have a direct effect between
well-being or psychological distress, and so chosen family support did not act as a
moderating variable either. Chosen family also did not moderate the relationship between
rejection from family of origin and well-being and psychological distress.
It is important to emphasize the finding that chosen family support was not found
to moderate the relationship between rejection from family of origin and psychological
distress or well-being. As noted previously, rejection from family of origin was found to
be associated with increased psychological distress and decreased well-being. Chosen
family support was found to be associated with increased well-being and decreased
psychological distress; however, chosen family did not moderate the relationship between
rejection from family of origin and psychological distress and well-being. This finding is
important to highlight, because it suggests that even though there appears to be a benefit
to TGD participants to have the support of their chosen family, this support does not
change the relationship that rejection from their family origin has on their psychological
distress and well-being. Said in another way, it seems that even having the support of
chosen family does not change the way that experiencing rejection from family of origin
negatively impacts TGD individuals. Rejection from family of origin has been associated
with increased experiences of depression, suicidality, homelessness, sex work, and

84
substance use for TGD youth and adults (Grant et al., 2011; Herman et al., 2016; Klein &
Golub, 2016; Simons et al., 2013; Yadegarfard et al., 2014). Though chosen family
support seems to contribute to higher experiences of well-being and lower rates of
psychological distress, it appears that chosen family support does not change the harmful
effects of rejection from one’s family of origin.
Psychological Distress and Well-being
Research exploring the experiences of TGD individuals often focuses on the
increased negative mental health outcomes and risk factors; when the research has
explored well-being, the operational definition of well-being is typically still a reduction
of negative mental health experiences (Breslow et al., 2015; Moody et al., 2015; Moody
& Smith, 2013; Singh et al., 2011). The theory of the Mental Health Continuum suggests
that mental health, understood as experiences of psychological, social and emotional
well-being, resides on a separate but related continuum than mental illness and
psychological distress (Keyes, 1998; 2005; 2007). In consideration of this theory, the
present study explored the impacts of discrimination, rejection from family of origin and
chosen family support on not just psychological distress, but also on a more positive
conceptualization of well-being. It was hypothesized that well-being and psychological
distress would be negatively related and this was supported in the findings, suggesting
that as participants experienced more well-being they typically also experienced lower
psychological distress. A correlation between psychological distress and well-being is
supported in the prior studies lending support to the theory of the Mental Health
Continuum (Keyes, 2005).\
When looking at the intercorrelations of the measured variables in the study (see
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Table 1), the measures which built the latent variable of chosen family support (NIH-IS,
NIH-ES and PAGES-Y-PPA) all significantly positively correlated with the Mental
Health Continuum (MHC), but not the Depression, Anxiety and stress scale (DASS-21).
These intercorrelations of the measured variables provide some evidence to the
importance of studying the variables of psychological distress and well-being as separate
constructs, which is suggested in the theory of the Mental Health Continuum. It may
indicate a continued importance for exploring how factors relate not just to psychological
distress for TGD individuals, but also their well-being. Some prior research with TGD
populations has concluded that factors that contribute to psychological distress or
decrease psychological distress equates to increasing well-being; however, with the
evidence suggesting that there is a difference in how a factor might impact well-being
and psychological distress in distinct ways for TGD populations, researchers are
cautioned not to conclude that a reduction in psychological distress automatically equates
to an increase in well-being.
Implications
Though the moderation model was not found to be a good fit for the data due to
insignificant moderations, there are still important implications for the findings in the
present study. First, the significant effect of chosen family support negatively relating to
psychological distress but positively relating to well-being suggests that building a
supportive chosen family might be a helpful goal for TGD individuals. People do not
have control over who is in their family of origin, but they do have a level of control with
regard to who they choose to build relationships with to create a chosen family. Support
in this study was measured through instrumental support (e.g., having people who can
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help accomplish tasks or favors), emotional support and acceptance of TGD identity.
These are areas of support that TGD individuals, or those working with TGD individuals,
can focus on increasing. Participants in the study described chosen family as being
composed of many people, often including members from their family of origin such as
parents and siblings but also including many other types of relationships. Participants in
this study reported a large range of number of chosen family members, with as little as
two and as many as 30 which suggests that a chosen family can be a variety of sizes and
include a variety of people. Considering the range and variety within chosen families,
TGD individuals should be encouraged to build a family for themselves that includes
members who they supported by with an understanding that their chosen families do not
have to be a certain size or have a certain composition to be helpful in aiding their wellbeing or psychological distress.
Second, rejection from one’s family of origin appeared to relate to experiences of
psychological distress and lower experiences of well-being. Even though support from
chosen family had beneficial relationships with well-being and psychological distress, it
did not moderate the relationship for rejection from family on well-being and
psychological distress. This suggests that even if TGD individuals build a supportive
chosen family they may still experience harmful impacts from the rejection of their
families of origin. In the present study, the latent construct of family of origin rejection
included non-affirmation of identity (e.g., family refusing to acknowledge or support
TGD identity), and rejection (e.g., not including TGD individuals in family events,
blaming TGD individuals for their hardships). This suggests that TGD individuals might
need to focus on processing the pain of experiencing rejection and non-affirmation of
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their identities from members of their family of origin, due to the direct harmful effect on
well-being and psychological distress. As noted above, chosen family was often
comprised of members from participant’s family of origin which suggests that TGD
individuals aren’t necessarily experiencing rejection from their entire family and still
choose to include some members of their family of origin in their lives; however, results
from the present study do suggest that it may be important to focus attention towards
processing the rejection and non-affirmation TGD individuals may experience from their
family of origin.
Third, the present study found a significant relationship between well-being and
psychological distress for participants, which is supported in prior studies that have found
a correlation between these two constructs (Keyes, 2005). Prior research on the Mental
Health Continuum suggests that it is important to recognize that these are separate but
related constructs, but these findings suggest that it may be beneficial to focus not only
on decreasing experiences of psychological distress (i.e., depression, anxiety and stress in
the present study), but to also focus attention on factors of psychological, social and
emotional well-being. Though a causal relationship cannot be determined from these
results, the direct relationship between well-being and psychological distress might
indicate that efforts focused on increasing well-being might help to decrease
psychological distress. Increasing experiences of well-being might include efforts to: find
ways to experience more positive emotions such as happiness, curiosity and hope
(emotional/hedonic well-being), increase a sense of belonging with others and with a
community (social well-being), and helping to establish a sense of meaning, purpose and
direction in life (psychological/eudemonic well-being).
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Limitations and Future Directions.
The present study has several limitations, which might help direct future research
directions. One limitation within the current study was a narrow focus on two distal
stressors, discrimination and rejection, within the minority stress theory. Prior research
has indicated strong relationships with discrimination and negative impacts on mental
health. MST also theorizes that other distal factors such as victimization, as well as more
internal proximal factors such as expectations of rejection, concealment of identity and
internalized transphobia might all play a role in contributing to the disproportionately
high negative mental health outcomes TGD individuals’ experience. The present study
was limited in exploring only discrimination and rejection, and future research may need
to include other proximal and distal stressors to have a better understanding of how these
experiences may interrelate when considered together. As noted above, prior research has
found that internalized transnegativity (i.e., a proximal stressor) contributed to a stronger
relationship between discrimination and psychological distress (Staples et al., 2018). The
present study had not found a relationship between discrimination and psychological
distress or well-being, but did not include internalized transnegativity/transphobia.
Future research including internalized transphobia within the moderation model might
provide a stronger picture of how these unique TGD stressors impact mental health.
Another limitation within the present study was the limited options of measures to
understand the variables of rejection of family of origin, due to the consideration that the
measures utilized in the study assumed participants had been out since childhood. The
measures used in the present study were adapted from youth measures, or had language
in the items changed to measure the variables of chosen family support and rejection
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from family of origin. Though the present study had internal consistency values within
good or acceptable ranges, the adaption of these measures may have disrupted the
construct validity within the measures. Some participants wrote feedback to the primary
investigator regarding the challenges in answering items on the measures which were
specific to rejection and non-acceptance specific to childhood or having parents and
family who knew of their TGD identity, which some participants reported was the reason
they discontinued responding. This may partially explain the high amount of missing
responses, which in the present study was 119 out of 350 participants (about 34%) that
were missing substantial data. Future research would benefit from stronger measurements
which are not specific to having been out since childhood. Results from the present study
shed light on the composition and experience of chosen family for TGD individuals,
which might help contribute to the building of measures for specific use with chosen
family in future research.
Another limitation in the present study is that SEM has been considered as a way
to test causal relationships between variables, but the present study did not have control
groups, random assignment or control for potential confounding variables and so
causality cannot be determined from these results. The present study was also a crosssectional design, rather than a longitudinal design. Though there is great value in
longitudinal research, there are already challenges with obtaining a TGD sample due to
concerns of prior mistrust of the research community and small rates of TGD individuals
when considering the general population, notwithstanding the typical challenges faced
with longitudinal research (e.g., attrition; need for more resources such as money and
time). Considering these limitations, it is important to note that counseling psychologists
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utilize SEM frequently with studies that have cross-sectional designs in order to
understand relationships between complex variables without the need for causal
implications (Weston & Gore, 2006); however, future research using a longitudinal
design exploring the impacts of rejection from family of origin long term might provide
more understanding of the implications of this rejection on long term mental health
outcomes.
Conclusion
Trans and gender diverse (TGD) individuals experience unique minority stressors
that increase their experiences of psychological distress (Bockting et al., 2013; ClementsNolle et al., 2006; Lombardi et al., 2002; Staples et al., 2018; Tebbe & Moradi, 2016).
Social support has been found to be a protective factor for TGD individuals, but little is
understood about chosen family and the role it plays in the relationship between minority
stressors such as discrimination and rejection from family of origin and their impacts on
mental health (Başar et al., 2016; Bockting et al., 2013; Clements-Nolle et al., 2006; Hull
& Ortyl, 2018; Pflum et al., 2015; Staples et al., 2018; Tebbe & Moradi, 2016). It is also
understood that mental illness and well-being reside on separate continuum, but limited
research has explored the experiences of a more positive and theoretically grounded
conceptualization of well-being, especially with regard to the Minority Stress Theory
(MST) in TGD individuals (Keyes, 2005). Considering the prior research, the present
study aimed to address some of these gaps in the literature. Specifically, the present study
explored how experiences of discrimination and rejection from family of origin impact
the psychological distress and well-being of TGD individuals. This study also explored
the relationships between chosen family support and psychological distress and well-
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being using a theoretically grounded conceptualization of social support (i.e., emotional,
instrumental and informational social support). The present study also explored any
moderating effects of chosen family support between discrimination, rejection from
family of origin, and their relationship to well-being and psychological distress. Finally,
the proposed study explored how the aforementioned variables related not only to
psychological distress, but also how it related to the well-being of TGD individuals.
Results indicated a significant direct effect between chosen family support and
well-being and psychological distress, suggesting that chosen family support was
associated with lower psychological distress and higher well-being. Significant direct
effects were also found between rejection from family of origin and psychological
distress and well-being, suggesting that experiencing rejection from family of origin was
associated with greater experiences of psychological distress and lower experiences of
well-being; however, results indicated a poor fit for the moderation model, suggesting
that chosen family support did not moderate the relationship that existed between
rejection from family of origin and psychological distress or well-being. There was no
significant direct effect found between experiences of TGD specific discrimination and
well-being or psychological distress, and therefore chosen family support did not
moderate these relationships either. These results might indicate an importance of helping
to facilitate chosen family support in the lives of TGD people. Importantly, the present
study found that rejection from family of origin has a detrimental impact on mental health
and well-being in TGD individuals that chosen family support does not seem to
ameliorate. Future research should continue to explore how other proximal and distal
stressors impact both the psychological distress and well-being of TGD individual
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Appendix
Table 1
Sociodemographic Characteristics of Study Sample (N=236)
Note: Participants can select multiple options, totals may be greater than 100%

Variable
Age (years; M = , SD = , Median = )

%

N

18-29
30-39
40-49
50-59
60-69

73
14
10
1
>2

172
34
23
3
4

African American/Black
American Indian/Native American/ First Nation
Arab/Arab-American/Middle Eastern
Asian/Asian American
Hispanic/Latino/a/x
Pacific Islander/Pacific Islander American
White/European American
Bi-racial/Multiracial
Something not listed

3
3
1
5
7
1
86
7
1

8
7
3
13
17
3
202
17
4

Man or male
Woman or female
Intersex
A gender not listed

41
56
1
2

97
133
1
5

Man or male
Woman or female
Transgender/Trans and man/male
Transgender/Trans and woman/female
Gender Queer
Another gender identity not listed

20
25
37
27
29
28

48
60
87
64
69
68

Asexual
Bisexual
Gay
Lesbian
Heterosexual/Straight
Queer
A different identity

16
37
17
21
4
45
14

39
88
40
50
9
106
34

Civil Union (legally recognized)
Dating Casually
Divorced
Married (legally recognized)
Partnered/in a committed relationship/ married (not legally
recognized)
Polyamorous or open (i.e., in multiple relationships)

>1
13
3
13

2
30
6
31

14
15

33
35

Race/Ethnicity

Gender Assigned at Birth

Gender Identity

Sexual Orientation

Relationship Status

105
Single
Widowed
Dating Long-term

39
>1
24

93
1
56

Some high school
High school diploma/GED
Some college
AA degree
Bachelor’s degree
Tradesperson certification
Some graduate school
Master’s (MA, MS, MEd, MSW, MBA, etc)
Advanced Degree (MD, Do, DVM, PhD, JD, etc)
Other

2
12
60
7
33
3
5
7
5
2

5
28
82
17
78
7
13
18
13
6

10
12
15
13
9
6
4
5
3
2
7
5
8

24
29
35
30
21
15
9
13
7
5
17
11
20

Current Education Level

Average current household income
Less than $10,000
$10,000-$19,999
$20,000-$29,000
$30,000-$39,000
$40,000-$49,000
$50,000-$59,000
$60,000-$69,000
$70,000-$79,000
$80,000-$89,000
$90,000-$99,000
$100,000-$149,000
More than $150,000
Prefer not to say

